CENTRAL AND SCOTTISH HEALTH SERVICES COUNCILS 



JOINT COMMITTEE ON THE 
CARE OF THE HEALTH OF HOSPITAL STAFF 



REPORT 

Introduction 

1 . We were appointed by the Central and Scottish Health Services Councils in 
August 1965 ‘to review the existing provision for the care of the health of hospital 
staff of all grades and to make recommendations’. We interpreted our task as 
being : 

(a) to examine the standards and scope of the health services at present being 
provided for hospital staff of all grades ; 

(h) to examine also the range of health services available to staff in such 
industrial and commercial undertakings as come nearest in compara- 
bility with the hospital service; 

(c) to consider any special needs unique to the hospital service; 

(d) if necessary in the light of our findings to recommend general principles 
to be followed in providing for the health of hospital staff. 

We have defined ‘hospital staff’ as all persons in all grades employed inhospitals. 

2. We have held eleven meetings, several of two days’ duration including one 
in Scotland. We have also, either as a full Committee or in smaller groups, 
visited a number of hospitals in different parts of the country as well as the health 
departments of several large industrial undertakings. 

3. A list of the bodies and individuals consulted and those submitting written 
and oral evidence can be found in Appendix A. We accompanied our invitations 
to representative bodies to submit evidence by a form of questionnaire which is 
reproduced in Appendix B. Our letter of invitation made it clear that we were not 
restricting comment solely to the issues mentioned in the questionnaire and that 
we would welcome comment on any aspect appropriate to our terms of reference. 

4. We wish to take this opportunity to thank all those organisations and 
individuals who responded to our invitation or who submitted information 
independently. We are especially grateful to the Hospital Management Com- 
mittees and hospital staff who helped to make our visits so informative, and to 
the Slough Industrial Health Service and the health departments of the Austin 
Motor Company, I.C.I. (Wilton Works), Boots Pure Drug Company and the 
Esso Refinery at Fawley for their interest and help during the course of our 
visits. 

5. We also wish to express our thanks to the various officers of the Ministry of 
Health and of the Scottish Home and Health Department who assisted us in our 
discussions, and particularly to Dr. H. M. Archibald, Miss M. C. Schurr and 
Mr. M. W. Perry of the Ministry of Health who were in regular attendance at our 
meetings. We would like to express our special thanks to our Secretary, 
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-d tor th, lucid uud informali™ minutes he ee.nsia.ntl, 
produced no matter how wide ranging our discussions. 

the background to our task 

General background . 

6 In 1951 the Dale Committee on Industrial Health Services recommended 
tw ‘there should eventually be some comprehensive provision for occupational 
health covering not only industrial establishments of all kinds both large and 
small but also 8 the non-industrial occupations referred to in the report of the 

Gowers Committee’. This was expressed as a long-term view which could 
not be made effective without much more experience being gathered from future 
surveys and experiments. 

7 Since the Dale Committee reported there has been an undoubted upsurge 
of interest within industry and commerce in matters of staff health and a number 
of firms including the nationalised undertakings, have developed occupational 
h JtTservices of varying degrees of comprehensiveness. One example of expan- 

the growth in the clientele of the Slough Industrial 
Health Service from some 40 firms with 5,000 employees when the service began 
in 1947 to a present total of well over 300 firms with approximately 30,000 
employees. 

8 We can only remark that until recently the same general upsurge of interest 
has been less apparent within the hospital service. The recent revision of the 
King Edward’s Hospital Fund’s memorandum on the Supervision of Nurses 
Health (1963) declared that the hospital has at least as much responsibility to 
the individual as a firm or factory and suggested that the whole staff of a hospital 
needed expert supervision of their health. The fund subsequently sponsored two 
conferences at the Hospital Centre on ‘Occupational Health of Hospital Staff 
but no firm conclusions were reached about the type of service which ought o 
be provided. In November, 1964, the Royal College of Nursing published a 
memorandum on ‘A Hospital Occupational Health Service in which they 
defined their views on the objectives and functions of a comprehensive service 
and on the staffing and accommodation required. They advocated an occupations 
health service in all hospitals, its extension to all grades of staff, and provision 
for its needs in the planning of new hospitals. 

Existing guidance to hospital authorities 

9 There has been no scarcity of official guidance to hospitals on certain 
aspects of stafT health. In 1945 the Ministry of Health P ub ^hed a booklet 
entitled ‘Staffing the Hospitals’ containing, in two appendices, codes °I working 
conditions to be aimed at by hospital authorities for nursing and domestic staff 
The codes recommended a number of general measures to safeguard h ■ 
When the National Health Service began the Ministry drew the attention o 
hospital authorities to the need to put these codes into operation as fully as 
practical circumstances allowed. Over the years since then the Ministry of Health 
has issued a number of circulars to hospital authorities relating to the > health 
and, less directly, the welfare of various groups of hospital staff. The Scottisn 
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Home and Health Department has issued similar guidance. Two types of circulars 
in particular are distinguishable: firstly those relating to the protection of 
individuals against specific hazards — tuberculosis, ionising radiation, smallpox 
etc. ; secondly those designed to protect the health of the hospital community 
control of epidemic diseases, control of infection, health of food handlers etc. 
Straddling both types are a number of circulars about the medical examination 
of staff, particularly nurses. For convenience a list of the principal memoranda 
issued by the two Departments is provided at Appendix C to this report. All 
this material adds up to a lot of guidance but in a form difficult to collate, 
particularly as under existing arrangements the direct responsibility for 
implementing this guidance lies in different parts of the hospital without a strong 
co-ordinating link between them. 



The changing conditions of hospital employment 
10 Much of this guidance has been extant for many years during which there 
have been considerable changes in the conditions and circumstances of hospital 
employment, many of them very relevant to a study of current needs in staff 
health care. Ever growing numbers of part-time staff and a decrease in the 
proportion— indeed in the actual numbers— of resident staff are instances of the 
changes that have taken place in hospital community life. The nature and size 
of the work load undertaken by hospitals is something else that has changed 
considerably. Over the last ten years the annual number of in-patients treated 
has risen by almost a third and the number of new out-patients by oyer a quarter. 
The way that hospital resources are being used more and more intensively is 
shown by the fact that the average number of in-patients treated for each available 
bed has increased by about a third over the same period. Bound up with this 
intensified use of resources has been the multiplication and sub-division of 
specialities and the introduction of increasing numbers of specialised units 
demanding technical skills from an increasing number of hospital staff, in 
psychiatric hospitals the old concept of custodial care in an institutional 
atmosphere has given way to a pattern of active treatment and rehabilitation. 
This has required considerable reorganisation of hospital resources, including 
the opening of night hostels, day hospitals and a shift in emphasis towards 
out-patient care. 

11. In their need to maintain continuity of patient care, hospitals sham with 
some industries the manpower problems which arise where full staffing is 
needed twenty-four hours a day, seven days a week. 



12. Finally, one aspect of hospital employment which has changed far less 
fundamentally than others in recent years is the physical condition of the 
hospital environment. In a great many hospitals the only change in this 
condition wrought by the last decade has been to add a further ten years to the 
age of buildings that were already inadequate and out-dated. The hospital 
building programme is now happily beginning to get into its stride but the need 
for rebuilding and modernisation is so huge that for many hospitals the remedy 
for present ills of accommodation cannot be achieved for a long time to come. 

13 This then briefly sketched, is the general background to our study of 
problems of hospital staff health care. The National Health Service is one of the 
largest employers of labour in the country. The total staff employed m the 
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hospital side of the Service number more than half a million in terms of whole- 
time equivalents and much more than this in actual persons. Of this large force 
about 75 per cent are women. Put in other terms, of all women in employment 
in England, Wales and Scotland about 1 in 17 is working in the hospital service. 
All these people who work in hospitals are members of a complex organisation 
that is by no means exclusively made up of specialist clinical departments but 
has within its supporting services a very substantial industrial element. The 
range of environment is large — from wards to laundries, from operating theatres 
to kitchens, from laboratories and pharmacies to workshops and from offices 
to residences. 



THE OBJECTIVES OF AN OCCUPATIONAL HEALTH 
SERVICE 

14. It rapidly became clear that our first task was to consider whether an 
occupational health service for hospital staff was necessary and if so then to 
suggest what its scope should be and how it could best be organised. ‘Occupational 
health service’ is a term to which we shall have to refer many times and it may 
be useful to begin the main part of our report with a definition of the objectives 
that such a service should aim to achieve. We consider that these are admirably 
defined in the 1961 Report of the British Medical Association entitled ‘The 
Future of Occupational Health Services’. We quote from this document: 

‘ . . . maintaining and improving the physical and mental well-being of 
workers; 

protecting workers against any health hazard which may arise from their 
work or from the conditions in which it is carried out; 

contributing towards workers’ physical and mental adjustment to their 
jobs, in particular by adapting the work to the workers and assigning men 
and women to jobs for which they are suited; 

providing emergency treatment in case of accident or sudden illness ; 
and 

providing a link with other health services.’ 

To the last phrase we would add ‘ . . . and with community and social services’. 



The pattern in industry 

15. We recognise that our visits to occupational health services in industry 
were restricted to examples of good practice and that the evidence we heard 
about these services came from progressive members of their staffs. We were 
impressed by the evidence of efficient management in the departments visited. 
The accommodation we saw was agreeable, well decorated and had ample space 
for the work undertaken. Generally the equipment was good. Staff relationships 
appeared excellent. The nurses carried a considerable degree of responsibility, 
which they welcomed. A noticeable feature was the amount of give and take 
between technicians in various fields. We noted the considerable effort that was 
made to train the lay people co-operating with the occupational health service 
in their technical duties. 
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16. The doctors and nurses employed in those services we visited regarded 
the study of the work and working environment and their effects on the health 
of employees as an important responsibility. Some of the services we saw had 
been initiated to deal with a readily identifiable hazard, but had become accepted 
as being of value in a more general field. 

17. Immediate treatment of medical and surgical emergencies occurring at 
the place of employment was always provided and the therapeutic service 
commonly extended beyond this to offer certain diagnostic or treatment 
provision such as physiotherapy and X-ray facilities, justified as saving both the 
employee and employer loss of time. 

18. A range of examinations of staff is a feature of the work of doctors in 
industrial occupational health services. These examinations were generally 
designed to give positive information to assist in job-placement of new recruits 
or to identify any deterioration in persons exposed to special hazards rather 
than aimed at ill-defined general fitness. They were supplemented by measures 
to supervise the health of individuals or groups of people thought to need 
special attention, e.g. young persons, disabled persons, food handlers, staff 
subject to special stress, those returning to work after convalescence or sickness. 

19. Advice to management on accident prevention, the occurrence of signifi- 
cant hazards, the working environment and the statutory requirements in relation 
to health, and to works committees responsible for safety, health and welfare, 
is a duty of the doctors and nurses in these occupational health services. The 
firms we visited found this valuable judging by the status obviously accorded to 
the occupational health staff that we met. 

20. Closely related to this advisory function is the responsibility accepted by 
occupational health services in industry for education in health and fitness and 
the offering of advice to individuals on maintaining health in the working 
environment. We were impressed by the advantage provided for employees by 
advice of this nature, founded on expert knowledge of the employee and the 
working environment. 

21. Those in charge of the occupational health services have responsibility 
for training their subordinate staff, for maintaining in an efficient state the 
equipment provided for the service and generally for managing the service for 
which they have responsibility. We cannot comment with any profundity on 
these facets, as our visits were of short duration and not particularly directed 
to such assessment. 

22. A further aspect of these services which is worthy of comment is their 
relationship to staff welfare and to all the services that come under the personnel 
departments. We were interested to note the importance attached to effecting 
smooth contact and avoiding friction between these related areas of 
responsibility. 

23. In all our visits we found the emphasis firmly on a preventive service for 
people at work. Where there existed areas of overlap with local general practitioner 
services we were impressed by the care with which the edges of the two services 
have been fitted together by the establishment of easy and effective two-way 
communications between those operating the occupational health service and 
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the general practitioners. This kind of co-operation had nonnally resulted from 
the staff of the occupational health service knowing the local doctors personally, 
rather than relying on written communication. 



24 We realise of course that there are large sections of industry where such 
services are not provided. We feel, however, that the hospital service has much 
to learn from the many good occupational health services m industry and we 
turn now to a study of the extent to which these lessons can be applied. 



The Hospital service compared with industry 

25. We believe that many of the health problems of staff working in hospitals 
are basically no different from those of employees generally. Certainly many of 
the day-to-day hazards to health that exist in hospitals are also to be found to 
a greater or lesser degree in most other large organisations. We are thinking here 
of such matters as handling and lifting, working in exposure to ionising 
radiations, and hazards in workshops and in many laboratory procedures. But 
like other organisations the hospital service has its own particular occupational 
hazards that are not found elsewhere or only to a limited degree. Perhaps the 
most prominent of these is the constant contact of most hospital employees with 
sick or injured people. We refer here not simply to the risks of infection arising 
from this contact in the wards, in the out-patient departments, or with infected 
material in. the laboratory and the laundry, but also to the emotional stress 
aroused in dealing with human beings in a state of sickness and anxiety. The 
stresses particularly mentioned to us were those arising from disturbed 
behaviour both in wards and casualty departments. The problem of the attempted 
suicide, the problems of offering support to patients in severe discomfort or to 
the relatives of those who are dying— all these are stresses which, though 
known, can be too readily taken for granted. Although these stresses may vary 
considerably in emphasis in, say, a large acute hospital with an intensive care 
unit, out-patient and accident department, a hospital for the chronic sick, or a 
psychiatric hospital, they are not absent from any of them. Hospital staff have 
continually to make their adjustment to this stress and nurses in particular must 
begin to do so at a young and impressionable age when for the first time they 
put their theoretical training to the test by experience on the ward. 

26. Other special occupational hazards to health in the hospital service that 
have been emphasised to us include the many ways in which infection can arise, 
ranging from contact with patients to lesions sustained from disposable needles 
bundled in dressings for incineration, and the risks of allergy or addiction to 
drugs. 

27. There can thus be seen differences of emphasis between some of the 
health problems that arise out of hospital employment and those encountered 
in the general run of industry. But in considering how far good occupational 
health practice in industry is applicable to the hospital service there are other 
differences to consider. These are of a more organisational character. The first 
is a philosophical consideration but we think it important to mention. There is 
in industry no real parallel to the concept in the hospital service that the patient 
at all times comes first. This is reflected at all levels of hospital service~-from 
the Board, Management Committee or House Committee establishing priorities 
of expenditure within their financial allocations, to the attitude of the individual 
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staff. Perhaps more than anything else this accounts for the fact that attitudes 
towards staff health in hospitals have not kept pace with the enlightenment that 
has grown in industry in recent years. The many needs for improvement in 
services to patients have very naturally and properly had first call on the attention 
and resources of the hospital service. 

28. The second ‘organisational’ difference lies simply in the fact that health is 
the hospital’s business. In an industrial or commercial set-up the health depart- 
ment is a separate entity and the medical and nursing staff are the sole experts 
in health in the whole organisation. The relationship between such staff and the 
laymen they serve and advise is thus likely to be of a different kind than in the 
case of a similar organisation within a hospital, which is itself one large health 
department, staffed with experts. 

29. Thirdly, the hospital service has a tripartite administrative structure — lay, 
medical and nursing — without the clear single line of command to top 
management which exists in industry. Moreover, personnel management as a 
separate and distinguishable function is almost completely absent from the 
hospital service, many of the matters coming within the field of personnel work 
being shared by a number of different departments. The place of an advisory 
occupational health service within such a diffuse pattern of administration is 
thus not so easy to define. 

30. A fourth factor is the limited application of the Factories Act and the 
Offices, Shops and Railway Premises Act to hospital premises as compared 
with industry and commerce. The application of the Factories Act to hospitals 
is restricted almost exclusively to laundries, workshops, dental laboratories, 
printing processes and electrical stations and to building operations where the 
building and engineering staff are employed by the hospital. Only purely office 
accommodation and associated areas within the hospital or a canteen wholly or 
mainly provided for office staff come within the cover of the Offices etc. Act. 
We would draw attention to the fact that hospitals, as Crown property, are 
ordinarily exempt from the statutory obligations concerning the health and 
welfare of staff but we are informed by the Ministry of Labour that, although 
Crown-owned, hospital premises are not considered to be exclusively Crown- 
occupied; as occupation (unlike possession) may be shared with others hospital 
authorities would thus be open to penalties under the Acts. Moreover the 
Government has given an assurance that Crown premises will conform to the 
standards required by statute in this respect. 

31. A final and obvious point of difference is that a considerable number of 
hospital staff live at their place of work. By far the majority of these are nurses, 
very many of them students or pupils. The hospital’s responsibility for such 
staff is clearly greater than that of the normal industrial employer for his staff. 
About a third of all whole-time nursing staff are resident at the present time and 
many others are living near the hospital in lodgings or flats and away from their 
homes. 

Present provision in the hospital service 

32. We have obtained our information on present standards in hospitals in 
three ways. First, by a series of visits to see things for ourselves. We visited 
twenty-one hospitals over the equivalent of twelve days. Clearly we could not 
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extend our personal researches beyond a very tiny proportion of all hospitals 
but we believe that those we saw, selected with the valuable help of the Senior 
Administrative Medical Officers of several Regional Hospital Boards, represented 
a good cross-section in all relevant respects. Secondly, we have received the views 
both written and oral, of many representative bodies in answer to question 4 
of our questionnaire (see Appendix B). Thirdly, we had the benefit of the 
extensive personal experience of members of the Committee. 

33. We found wide variations in practices and in attitudes. It is however our 
firm conclusion that although some hospitals are more alive than others to the 
problems of staff health and have taken more positive steps to deal with them, 
standards in the hospital service generally fall far short of meeting basic needs. 
There are exceptions, but the service now generally provided is fragmentary, 
largely limited to a treatment service for resident staff who are ill and a first aid 
service of variable quality for staff injured or taken ill at work. The attention 
paid to preventive medicine and environmental working conditions is by and 
large inadequate and in many cases non-existent. Most hospitals attempt to 
carry out the King’s Fund recommendations on the supervision of nurses 
health, at least so far as nurses in training are concerned, but the extent to which 
they succeed is disappointing. There is an absence or insufficiency of attention 
to the needs of staff in other grades. Responsibilities for providing the services 
that exist are often ill-defined and divided among different departments with 
the result that there is a general lack of co-ordination and continuity. 

34. During the course of our visits we found that senior officers were generally 
aware that existing arrangements were inadequate. That there seem to have been 
few positive moves towards general improvement is not in our view due primarily 
to entrenched and reactionary attitudes. We did encounter some of these, but 
uncertainty about the objectives to be aimed at and the right way of achieving 
them, and the pre-emption of funds by other objectives more directly related to 
patient care were evidently the chief obstacles to progress. 



AN OCCUPATIONAL HEALTH SERVICE 
FOR HOSPITAL STAFF 

35. It is our firm belief that the objectives of an occupational health service 
quoted in paragraph 14 are nowhere more desirable than in a hospital environ- 
ment The provision of an adequate service to hospital staff of all grades is of 
the highest importance, not only in the interests of the staff themselves but also 
for the efficiency of the hospital service. All the evidence we have received supports 
these general objectives and the major part of our work has been to consider 
the methods by which they should best be put into effect in an organisation as 
complex and as varied as the hospital service. On this aspect of our task there 
has been less unanimity expressed in the evidence submitted to us. 

36. We have purposely extended our studies into the field of welfare. Welfare 
matters are not specifically enunciated in the definition of occupational health 
service objectives we have used, and later in the report we make it clear that 
welfare remains the direct responsibility of management. An occupational 
health service would have only a comparatively small advisory contribution to 
make in this field but we believe that it is one not readily separable from a study 
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of the health of hospital staff. We have also had to consider the special relation- 
ship that an occupational health service in hospital may need to have with the 
personal medical service provided for resident staff. 

37. We believe that the furtherance and co-ordination of the activities 
necessary for the accomplishment of these various objectives cannot be achieved 
without ending the present unsatisfactory fragmentation of responsibilities. 

We therefore recommend that hospital authorities should aim at setting up, as 
an independent but integrated part of their administrative structure, an occupational 
health service under the direction of a suitably qualified medical officer. The 
service should cover all grades of staff. In all the evidence we have received the 
only alternative offered to this solution has been to strengthen or give stronger 
definition to existing responsibilities; but this preserves fragmentation and we 
are convinced that this is not the right base on which to build. 



THE FUNCTIONS OF A HOSPITAL OCCUPATIONAL 
HEALTH SERVICE 
What the service should cover 

38. To enable an occupational health service for hospital staff to achieve 
the objectives we have quoted there should be clearly-defined responsibilities 
within each hospital for the following activities : 

pre-employment medical examinations 
other routine medical examinations 

examination and advice on resettlement where necessary after sick absence 
maintenance of immunisation records 
maintenance of staff health records 

advice on environmental health and safety conditions, including planning 
of new buildings 
health and hygiene instruction 

research into health factors, sickness patterns, wastage, etc. 
initial treatment of staff injured or becoming ill at work 
liaison with local general practitioners responsible for the personal care of 
hospital staff, 
counselling 

We now examine these activities in turn. We shall deal with counselling in a 
later section of our report (paragraph 125). 

Pre-employment medical examinations 

39. The extent to which hospital staff should be required to have a medical 
examination on appointment aroused probably more conflict of opinion in the 
evidence we received than any other subject. Many experienced administrators, 
both lay and medical, feel that an examination of the large numbers of domestic 
and other ancillary staff employed is a waste of medical time — in particular 
where, as is often the case, turnover is high — and that to impose full pre- 
employment examinations as a routine only exacerbates recruitment problems. 
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The opposite view is that the hospital service stands to gain by raising its. 
standards of fitness on entry and that more stringency in initial examinations 
might reduce turnover. We have also heard dissatisfaction expressed that the 
certification of fitness for employment in the service applies only to the applicant’s 
condition at the time of examination without opinion being expressed on the 
likelihood of any future changes in his or her condition. Also that general 
practitioners certifying fitness are not always fully aware of the nature of the 
applicant’s duties. 

40. The basic guidance on this subject is contained in the Ministry of Health 
circular HMC(48)79 (for Scottish authorities the advice is contained in 
RHB(S)(49)2) which advises that ‘staff whose duties are wholly or mainly 
administrative, professional or clerical should be examined before appointment. 
In the case of other staff (who do not enter the superannuation scheme until 
after two years’ service) the examination may ... be deferred until just before 
the end of two years’ service . . . ’. This guidance seems, perhaps not unnaturally, 
to have given rise to a fairly widespread belief that entry into the N.H.S. 
superannuation scheme is conditional upon passing a medical examination and 
that this is therefore one of the prime purposes of the examination. This is not 
true. The certificate of fitness was purposely devised to ensure that a prospective 
employee who is unlikely to be able to give a long period of service should not 
be deterred from seeking or prevented from securing a post on that account. 
The main purpose of pre-entry examinations should be to reveal the person who 
is not physically or temperamentally capable of undertaking a particular job 
without injury to his health or who might endanger the health of others. It also 
serves to establish a base-line of health against which any subsequent changes in 
the individual’s condition can be measured. 



41. We arc firmly of the view that a full medical examination on entry for all 
hospital staff in all grades is neither practicable nor justified. Wc consider the 
initial health check of all hospital employees should be one of two kinds-- the 
first a medical examination, the second a questionnaire screening enquiry, he 
first category should be applied to all staff working in close contact with patients 
to all those subject to particular health hazards m their work and to all staff 
concerned in the preparation and handling of food We do not constder _ it 
appropriate for us to attempt precise judgments on the grades of staff which 
should come within this category. Nor do we wish to make any specific recom- 
mendations as to the nature of the initial examination; this must be orientated 
to the varying needs of the different staff coming within this category The 
occupational health service should advise on what is required in the light of 
knowledge of local conditions and carry out the policy agreed with management. 
But in broad terms we would expect this first category to include medical and 
nursing staff, most professional and technical staff, and all apprentices and 
cadets. Domestic staff other than those serving in kitchens and canteens should 
be generally excluded. Such borderline cases as domestic staff working on wards 
or special departments must be left to local discretion, bearing in mind the 
problems of infection. 

42 . So far as the general content of the initial examinations for nursing staff is 
concerned we endorse the guidance given in the Ministry's circular HM(65)57 
and also the recommendations in the 1963 edition of the King s Fund 
memorandum on the supervision of nurses’ health. The Code of Practice for the 
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protection of persons against ionising radiations (issued to hospital authorities 
with HM(64)106) has already established the procedure for staff at risk in this 
field. 

43. For all staff not requiring full medical examination on entry we recom- 
mend screening by means of a health questionnaire. The questionnaire should 
be simple in design, not too searching in content but sufficiently informative to 
reveal cases that need to be seen by the medical officer. A standard form 
should be produced for use throughout the hospital service. We consider that 
the standard form of declaration of health designed by a joint Working Group 
of the Standing Medical and Standing Nursing Advisory Committees for use by 
applicants for places as student or pupil nurses or pupil midwives (and circulated 
to hospital authorities in England and Wales as an appendix to the Ministry 
circular HM(65)57) would, with modification, fulfil requirements in this wider 
context. We suggest that the Minister of Health’s Advisory Committee on 
Hospital Medical Records should be asked to devise a model form along these 
general lines. 

44. Part-time hospital employees and staff working regularly in hospitals 
under contract to outside employers should be classified in the same way as 
whole-time hospital staff for the purpose of assessing the need for medical 
examination on entry. Indeed we see no reason for any distinction between these 
groups and whole-time staff so far as the activities of the occupational health 
service are concerned. An exception to this would be where the outside employers 
themselves offer occupational health facilities of a comparable nature. 

45. Screening and/or examination should as far as possible take place before 
employment begins. 

Other routine examinations 

46. Our evidence showed much the same difference of opinion over the value 
of regular medical examinations during service. A large and experienced body of 
opinion maintains, however, that the time and labour involved in carrying out 
these examinations is very far from being repaid by the clinical dividends gained. 
The weight of the evidence submitted would lead us to believe this is true. 
Whilst we consider it advisable that all staff should have a chest X-ray on entry 
to the hospital service and that all staff at special risk should have a chest 
X-ray at regular intervals, we would expect regular medical examination during 
service to be confined to : 

( a ) students and other trainees at intervals throughout training as required; 

(b) staff subject to specific hazards likely to have an effect on health 
(including those exposed to ionising radiations for whom procedures 
are already prescribed) ; 

(c) staff who are disabled or with a known history of serious disability or 
where the health check on entry has shown the need for special care. 
The frequency of these examinations would be a matter for individual 
decision by the occupational health service. 

* Examination and resettlement after sickness absence 

47. We believe there is a need for a fully impartial assessment to be made of 
the fitness of staff to carry out their duties on return to work after prolonged 
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sickness absence, and perhaps in some cases also where the long absence is due 
to reasons other than sickness. It has several times been alleged to us that there 
is a noticeable difference between the pattern of sickness absence of resident 
staff who may return to duty on any day of the week and non-resident staff who- 
as often as not return to duty on a Monday. We have not seen any statistics that 
bear out this view but it appears to be an opinion quite widely held. Two 
questions arise from this. Is a needless loss of man hours being sustained? Aie 
resident staff sometimes returned to duty too soon by hospital doctors with 
loyalties divided between the staff as their patients and the hospital they know 
to be under pressure and under-staffed? A hospital occupational health service 
can safeguard both the health of individuals and hospital efficiency because it 
can make an impartial assessment of the employee’s capacity to perform his or 
her duties knowing exactly what those duties entail; and if necessary it can 
advise on suitable alternative employment. This is not always easy to achieve. 
Success will depend on there being good relationships and easy communications 
with local general practitioners, and on confidence being established that the 
service is not providing a ‘second opinion’ to that of the general practitioner and 
is not a device to catch the malingerer. 

Maintenance of staff immunisation records 

48. The maintenance of an adequate state of immunisation often fails because 
there is no clearly defined policy as to who is responsible — the administrator, 
the general practitioner or one of a variety of hospital doctors attending hospital 
personnel. We recommend that the responsibility should be borne by the 
occupational health service who should maintain and store the immunisation 
records. In future years the hospital service will no doubt use computers for 
this kind of programming. 

Maintenance of staff health records 

49. All records relating to the health of individual stafT kept by the occupational 
health service should be accessible only to the medical and nursing staff of that 
service. They should not be made available to other departmental heads or any 
other person save in exceptional circumstances, and then only with the express 
permission of the employee concerned. 

50. A standardised form of general health record for staff should be produced 
for use throughout the hospital service. This will allow the easy movement and 
assimilation of records between one hospital group and another and prevent 
unnecessary duplication of effort when staff change their employment. We 
recommend that the Minister of Health’s Advisory Committee on Hospital 
Medical Records should be asked to design a suitable standard form of record. 
It should be designed so as to fit inside the present Executive Council envelope 
so that the personal health records of those resident staff for whom general 
practitioner services are also provided (see paragraphs 74 to 76) can be readily 
filed together. 

Supervision of environmental conditions 

51. The chief fault in present arrangements for staff health care is the almost 
complete absence of any study or investigation of the effects of hospital 
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environment and working conditions on health. Furthermore there is an absence 
of any dearly defined responsibilities for initiating such investigations. Little or 
no assessment appears to be made, for example, of the health problems that may 
arise out of shift work, or where jobs involve lifting or long periods of standing 
or demand much personal responsibility and concentration of effort. We believe 
it is very rarely that allowance for this kind of activity is made in the contracts 
of those doctors who at present undertake special responsibilities for staff 
health. We believe it is also true to say that the majority of these doctors are 
trained and employed to perform normal hospital duties to patients and thus, 
not unexpectedly, do not have the bent to engage in activities that are somewhat 
remote from their major clinical interests. 

52. We regard it of great importance to ensure in future that expert advice is 
available on environmental working conditions not only in existing hospital 
accommodation but also where new hospital building is planned. 

Safety 

53. Safety aspects are, of course, comprised within environmental health 
activities. Many hospital authorities have already appointed Safety Supervisors 
for works staff (in certain circumstances this is a statutory requirement), usually 
the Group Engineer or Building Supervisor. Other departmental heads include 
safety matters within their responsibilities. We do not see an occupational health 
service as a replacement for these arrangements but as a valuable addition to 
them — a focal point from which a safety policy for the hospital as a whole can be 
kept under review by means of interchange of views and advice between the 
general health and environmental interests of the service and the particular 
expertise of department heads. 

54. We have noted the increasing attention that has recently been given to the 
need for joint consultation in safety matters at places of employment generally. 
A statement was made in Parliament on 1 1th July 1966 about the disappointing 
progress that had been achieved in industry in establishing joint consultative 
machinery on matters affecting safety. An indication was then given that unless 
satisfactory progress was made in setting up joint works safety committees on a 
voluntary basis the Minister of Labour would feel obliged to seek additional 
powers by legislation; he hoped very much that it would not become necessary 
to act by compulsion. As a result the Ministry of Labour, acting through visits 
by H.M. District Inspectors of Factories, has been carrying out a survey of the 
progress that has been made in this connection in establishments to which the 
Factories Act applies and where more than 50 persons are employed. So far as 
hospitals are concerned the application of the survey is limited to large laundries, 
workshops and the like. It is, however, likely to be the view of the Ministry of 
Labour and it is certainly the view of this Committee that some form of joint 
consultation machinery on safety matters ought to be set up in any premises, 
whether or not the Factories Act applies to them, where this is justified by the 
combination of the number of accidents sustained, the type of hazards involved 
and the numbers of employees at risk. We firmly believe that joint consultation 
in all matters relating to safety should be arranged in every hospital. In hospitals 
where joint consultation already exists these questions could be covered without 
additional machinery being set up specifically for safety matters. The occupa- 
tional health service should be represented in all such consultations. 
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55. Judging by what we found on our visits, the procedures for reporting and 
investigating accidents are generally standard throughout the hospital service and 
follow the lines of guidance in the Ministry of Health circular HM(55)66. Our 
main criticism of the procedures — and of the guidance is that they tend to lay 
most emphasis on the possibilities of litigation and give too little attention to 
basic research into causes by seeking for patterns in the numbers and types of 
accidents. It is this kind of research that a hospital occupational health service 
would be equipped to carry out. 

Health Instruction 

56. Health and hygiene instruction should be included in the induction 
procedures for all grades of staff. In addition, talks or films on hygiene should 
be organised at regular intervals for staff involved in the preparation and 
handling of food. The occupational health service should have organisational 
responsibility for a programme of health instruction in the hospital and this will 
not only necessitate co-operation with other staff within the hospital, but also 
liaison with the Medical Officer of Health, 

57. To some extent these activities, and some others that we have already 
discussed, come within the province of the Control of Infection Committee which 
most hospitals seem to have set up on the lines of the guidance contained in the 
enclosures to Ministry of Health circular HMC(51)92. We have found some 
considerable variation in the constitution, scope and general effectiveness of 
these Committees. This has rendered it difficult to formulate any general recom- 
mendations about the relationship that should exist between such a Committee 
and a hospital occupational health service. We believe this is something that will 
need to be worked out by hospital authorities to meet local circumstances. We 
merely make the point that although the emphasis of the Control of Infection 
Committee’s work may lie in the protection of patients by prevention of cross 
infection in wards and theatres and in other matters which are outside a strict 
interpretation of occupational health service responsibilities, there is enough 
common ground between the two responsibilities to warrant close liaison, and 
perhaps in some cases some form of amalgamation. 

Research into sickness patterns, etc. 

58. There have been several recent studies of sickness absence and wastage 
including those carried out by Oxford Regional Hospital Board (1966), the 
Hospital for Sick Children (1965) and King’s College Hospital (1964). We have 
also seen sickness absence statistics for a complete region covering all grades of 
staff over a period of years. We have found it difficult to distinguish any really 
uniform pattern in these studies, all of which refer to the geneiai absence of 
statistical material or to the need for considerably more research. We believe 
that there is a need to increase the scope and intensity of research into the causes 
of sickness absence and the extent to which health and welfare considerations 
contribute to the reasons why staff leave during and after training. A wider 
preparation and publication of basic sickness and wastage statistics would at 
least provide a rough indication of where research could best be intensified. The 
records of the hospital occupational health service could be used to build up this 
statistical evidence. While the service is developing an attempt should be made 
to assess the effect the introduction of an occupational health service has had on 
the health standards of staff in all grades. 
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THE RELATIONSHIP OF AN INDEPENDENT HOSPITAL 
OCCUPATIONAL HEALTH SERVICE WITH OTHER 
DEPARTMENTS AND SERVICES 



An independent service 

59. We consider it is essential that the occupational health service should be 
independent of the hospital administrative structure and should be seen to be 
so. A service carrying out and co-ordinating the functions we have listed must 
undertake a good deal of work of a confidential character and is thus placed 
in a unique position by its responsibility to staff as individuals as well as to 
hospital management. Without a clear independence from other departmental 
disciplines there cannot be impartiality, without impartiality staff confidence 
in the service cannot be built up and without this confidence the service can 
scarcely be expected to succeed. 

60. To achieve this independence we recommend that the doctor in charge of 
the service should be responsible direct to the Hospital Management Committee, 
Board of Management or Board of Governors. We believe this is necessary not 
only to establish and preserve confidence in the impartiality of the service but 
also to give a proper status to an important job so that doctors of the right 
quality are attracted to it. 

Relationship with other hospital departments 

61. By this independence we do not mean isolation from the rest of the 
administrative structure. Quite the contrary. The success of the service will 
equally depend on establishing close co-operation with heads of departments. 
The service should not be regarded as cutting across the responsibilities of other 
senior officers but as an aid and support to them in carrying out those respon- 
sibilities. There will indeed need to be a two-way flow of advice and assistance. 
We believe that department heads would welcome the advice that the service 
will be equipped to give on such matters as the working environment and its 
effect on staff; equally in its job of co-ordinating hospital health policies the 
service will need the help and advice that other departments can give in a 
number of specialised fields— for example, protection against radiation hazards 
for which expertise and recognised procedures already exist. A good deal of the 
service’s activity in the preventive field will be less in terms of doing things than 
in advising what things need to be done, and for this, collaboration with officers 
at all appropriate levels in other departments clearly becomes necessary. Thus, 
although we have emphasised the importance we attach to the doctor in charge 
of the service having direct access to the Board or Committee, we have no doubt 
that in practice he would not normally make an approach to them on any 
matter without prior consultation with the chief officers concerned. 

62. We have considered whether any particular problems might arise oyer 
the relationship between a hospital occupational health service and a hospital 
personnel officer. No particular difficulties present themselves to us. There are 
very few personnel officer posts in existence in the hospital service at the moment 
but because we are aware of the growing interest within the hospital service in 
aspects of personnel management we have had to view our recommendations 
against the possibility of some future development in this field. Staff health and 
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welfare are of course only part of the accepted functions of personnel manage- 
ment and the way the last-named may develop in hospitals will be decided by 
many other considerations in addition to those with which we are here concerned. 
We see no reason to suggest that the setting up of an independent occupational 
health service on the lines we recommend would in any way inhibit the free 
development of personnel management in the future or be significantly super- 
seded by such development. 

Initial treatment of staff injured or becoming ill at work 

63. A hospital occupational health service should undertake two respon- 
sibilities in connection with staff injured or taken ill at work : first to secure that 
any necessary immediate treatment is given and second to ensure that staff 
are referred to the appropriate source for any necessary follow-up treatment. 

64. Initial treatment of emergencies should present few problems in acute 
hospitals where adequate treatment facilities already exist, but our evidence 
indicates that many problems do arise. In such hospitals the duty of the 
occupational health service should be to ensure that clearly defined arrangements 
exist to deal with staff emergencies. Such arrangements should use existing 
resources rather than provide additional or duplicate facilities. In hospitals 
without an accident and emergency department and in psychiatric and non-acute 
hospitals where treatment facilities of this nature are minimal, the occupational 
health service will need to take on a more direct responsibility for providing 
initial treatment and will need to be equipped according to the needs that are 
found by experience to arise. Whether or not the occupational health service 
itself provides the initial treatment it should ensure that, in all appropriate cases, 
full details of the treatment or advice that has been given are passed to the 
employee’s general practitioner to help in any follow-up action the latter deems 
necessary. 

Relationship with general practitioners 

65. Many of the functions we have described as appropriate for a hospital 
occupational health service, perhaps particularly the last, come very close to 
the kind of services provided by the general practitioner. They are not new. 
Indeed this is partly what an occupational health service is about; as a service 
concerned with health in working hours in the working environment it both 
supplements and gains from the contribution that the general practitioner 
service and other parts of the N.H.S. make to the health of the individual in 
his home and in the community. With this common interest in individual health 
there is bound to be a close fit between any preventive occupational health 
service and the curative service of general practitioners. Now and again there 
must inevitably be some small degree of overlap. This makes it essential that 
there should be close understanding and easy communication between the two 
parties and the fullest exchange of medical information between them subject 
always of course to the consent of individual patients. We have already remarked 
on the care which we found being taken in industrial health services to establish 
this kind of relationship and the success that has been achieved in avoiding 
overlap and demarcation difficulties. We see no reason why, with the employ- 
ment of the same care, the same kind of harmonious interlocking should not be 
achieved by a hospital occupational health service. 
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Personal medical care of hospital staff 

66. In one major respect, however, the point of contact with general practi- 
tioner services becomes a good deal broader in hospitals than in industry because 
these services are provided jn the hospital itself to large numbers of resident staff. 
While many resident staff choose their own general practitioners large numbers 
of them receive their personal medical services as patients on the ‘limited lists’* 
of doctors who contract to provide such services for resident staff only. We 
understand that there are about 500 such ‘limited lists’ at hospitals. No figures 
are available to show what proportion of the doctors concerned are hospital 
medical staff rather than general practitioners but we understand it to be until 
recently a large one. 

67. We firmly support the principle that every member of the hospital staff, 
whether resident or not and whether or not in training should be allowed to 
choose his or her own general practitioner. Although this principle is generally 
accepted throughout the service we believe there are a good many hospitals 
where in fact little opportunity is given to resident nurses to exercise this choice. 
New arrivals are too often simply told to bring their medical cards, informed 
that a particular doctor has been designated as physician to the nursing staff and 
given details of surgery times, etc. It would take an act of courage on a nurse’s 
part to decline these arrangements and exercise her right to choose her own 
doctor. We can see the hospital’s point of view in this — administrative problems 
would abound if a great many staff chose a number of different general practi- 
tioners. Nevertheless we would like to see more emphasis and observance given 
to the principle of free choice. If, as a result, administrative difficulties increase 
the hospital must accept them. But we do not think that these difficulties are 
likely to be very serious. There is no evidence that large numbers of resident staff 
are chafing to escape the arrangements made for their medical care. Indeed we 
share the belief of many people in the service that resident nurses are generally 
quite willing to go on the list of a doctor nominated by the hospital. Student 
nurses living away from home normally want to keep contact with their family 
doctor and are likely to prefer being on the list of a ‘nominated’ doctor to finding 
a local general practitioner who will be equally unfamiliar to them. 

68. Nurses’ willingness to accept personal medical care under these conditions 
will also be influenced however by the amount of confidence they feel in the 
‘nominated’ doctor’s impartiality and independence of the hospital administra- 
tion. Nurses, no less than any other member of the community, are entitled to 
privacy, confidentiality and impartiality in their personal medical consultations. 
By no means all of them get it at present. In too many hospitals, for example, a 
regular practice still exists of the Home Sister or some other senior nurse 
attending each consultation unless requested not to by the nurse patient. Again 
this may in many cases put the onus on the nurse of performing a small act of 
courage to gain her right of privacy. We see nothing in favour of the continuance 
of this practice as a general routine, since it should be possible for the nurse to 
have a personal consultation with her medical adviser in privacy, like any other 
patient. We recommend therefore that no other nurse should be present unless 
specifically requested to be so by the doctor or by the nurse patient. 



* Doctors with limited lists are those who provide general medical services only to the staff 
of a hospital, or the pupils and staff of a school, or the residents and staff of an institution. 
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69. The personal medical records of staff should likewise be confidential to 

the doctor. We believe they are so treated in many hospitals but we were informed 
that in some they are routinely made available to management. We strongly 
deprecate this practice. <j 

70. How far the duties of personal medical care can be performed with all the 
necessary impartiality by a member of the hospital medical staff, particularly 
when — as is common — these duties are combined with duties to patients in the 
hospital, no doubt depends on the doctor concerned. Nevertheless we have felt 
it necessary to give some thought to what the relative advantages are likely to be 
to the staff and to the hospital of personal medical services being given by a 
hospital doctor or an outside general practitioner. We included the point in our 
questionnaire. 

71. Again our conclusion runs with the main body of opinion in the evidence 
submitted to us. It is that in principle the advantages must lie with the employ- 
ment of a general practitioner to provide these services. This is not intended to 
imply a general reflection on the competence of those hospital doctors who are 
now carrying out these duties. Any such doctor who is intimately involved in the 
hospital hierarchy is likely to be to a greater or lesser degree caught up in a 
conflict of loyalties to the hospital as his employer and the staff as his patients. 
No burden of divided loyalty should have to be borne by a doctor responsible 
for providing personal medical care. 

72. The advantages of a hospital doctor undertaking personal medical care of 
staff are generally thought to be ( a ) the doctor’s familiarity with hospital condi- 
tions and thus his likely awareness of factors that may account for staff sickness, 

(b) his close touch with the diagnostic and treatment facilities in the hospital, and 

(c) administrative convenience. On the other hand it is this very involvement with 
the hospital that can lead to the conflict of loyalties previously mentioned. Even 
if a doctor is able to perform these duties completely uninfluenced by the 
pressures of the needs of a busy hospital short of staff, he may still lind it difficult 
to convince his staff patients of this and to establish with them the full confidential, 
relationship that should exist between a patient and his personal doctor. These 
difficulties we believe are greatest where, as seems often to be the case, the 
responsibility for resident staff medical care is delegated to junior doctors, 
normally in addition to their other duties. We think this is a particularly unsatis- 
factory arrangement. Continuity of treatment and interest is lost by frequent 
changes in junior medical staffing. In one recent year in the Inner London area 
no less than 55 hospital doctors providing ‘limited list’ services were admitted to 
the Executive Council’s medical list while the names of 43 others were removed. 
The competing demands of duties elsewhere in the hospital set up a further 
conflict of loyalties which is almost invariably settled by staff health care being 
given second place. Furthermore we consider it undesirable that hospital staff 
should be dependent for personal medical care on someone with whom they may 
be involved during the daily work of the hospital. 

73. A general practitioner will not be subject to such divided loyalties. The 
greater certainty of continuity in his service and his independence from the 
hospital hierarchy will enable the confidential nature of the patient/doctor 
relationship to be more easily achieved — to the advantage, we suggest, of all 
parties including the employing authority. Moreover we believe that a general 
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practitioner, as a specialist in personal medical care, has the necessary experience 
and background for this work in fuller measure than junior or middle grade 
hospital doctors. Finally, we see no reason why the advantages claimed for a 
service by hospital doctors, which we mentioned earlier, should not just as well 
be achieved by a properly organised general practitioner appointment. 

The combination of preventive and personal medical care 

74. Although the subject of personal medical care of resident staff is relevant 
to any study concerning the care of the health of hospital staff in general it does 
not normally arise in considering the functions and operation of occupational 
health services in industry which, as we have emphasised, are essentially con- 
cerned with preventive medicine and emergency care. In the special position of 
the hospital service, however, with its large numbers of resident staff, the question 
arises whether the supervision of the health of staff at work should be combined, 
in a single service under one doctor, with the general practitioner care of those 
resident staff who so choose. 

75. Perhaps the risk in this type of combination is that the preventive side of 
the work, which as we have suggested is already the most neglected, may tend 
to be too much subordinated to the curative side. We recognise that such a 
danger exists but hold that it will be kept in check provided the doctor in charge 
has had sufficient basic training in occupational medicine to know the importance 
of preventive work and to be fully aware of the implications of his dual functions; 
and provided also that the contract of employment allows adequate time for 
preventive activities. There is an analogy here with the position that has been 
reached in the operation of a number of University Health Services, where much 
development has taken place in recent years. We are told that as experience of 
these services has accumulated it has been found that the effectiveness of the 
health services provided for students living away from home (and in some cases 
a wider University population) have been enhanced by supplementing the 
preventive programme with the provision of general practitioner care within the 
framework of the National Health Service. The development of these two services 
in parallel has apparently been achieved without encountering any particular 
operational difficulties and has led to an increased awareness of the relationship 
between health and environmental, social and psychological factors — to the 
benefit of the service as a whole. 

76. We believe this benefit is likely also to accrue in the hospital service where 
in several respects— -particularly in the proportion of young people in training 
and living away from home — there is some similarity in needs to those of Univer- 
sity communities. We therefore recommend that wherever practicable the general 
practitioner care of those hospital staff who so elect should be undertaken by 
the doctor in charge of the occupational health service provided for all staff. 

THE STAFFING AND ACCOMMODATION OF A 
HOSPITAL OCCUPATIONAL HEALTH SERVICE 

The Doctor in charge 

77. The doctor needs to be independent of the hospital administration yet 
able to move freely within the hospital to familiarise himself with all aspects of 
its environment; needs to be interested in and to have some specialised 
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knowledge of occupational and preventive medicine; and needs to have the 
qualities that will enable him to establish good relations and effective liaison 
with many people both inside and outside the hospital with matrons, secre- 
taries, other heads of departments, the Control of Infection Committee, the 
radiation protection officer, local general practitioners and Medical Officers of 
Health to name but the principal sources from which help will be needed to make 
his service effective. In addition we think it desirable he should be able to provide 
personal general practitioner services for all those resident staff who choose to 
go on his list. 

78. Some men and women with these qualities may be found among present 
middle grade hospital staff; we think there may well be those with an inclination 
for this kind of work who, if wider opportunities to practise it were introduced 
into hospitals, would wish to take such opportunities in preference to other 
hospital duties. In this kind of situation care will need to be taken to guard 
against any tendency for doctors or nurses to be appointed to an occupational 
health service less for their aptitude than because they do not fit in well in the 
normal hospital service. 

79. It has been suggested to us from some quarters that the local Medical 
Officer of Health or a member of his medical staff would be a suitable person for 
the job. Certainly such a doctor would be well qualified to undertake the 
important occupational health functions that we have enumerated, and to a 
considerable extent would have the sort of independent approach that we 
believe to be necessary. However, the importance we attach to resident hospital 
staff receiving a general practitioner service in the truest sense of the word, and 
the desirability of combining this service and an occupational health service 
in one medical appointment, seems to us largely to rule out the local authority 
sector as a source for such appointments. 

80. We believe that the combination of the qualities we have mentioned will 
be found most frequently among general practitioners. We therefore look 
primarily, although not exclusively, to this sector of medical manpower for the 
particular medical skills that will enable hospitals to build a health service for 
its half million and still growing staff. To draw applicants of the right quality 
from this sector needs the attractions of an important, interesting and fully- 
rounded medical appointment and the status to go with it. We believe these 
attractions will be found to exist in a hospital occupational health service on the 
lines we have described. The question of remuneration is not, of course, within 
our field of study and we can say no more than that remuneration attached to 
the overall medical responsibility for the care of hospital staff health should 
reflect the importance of this responsibility and the particular expertise required 
for its fulfilment. 

81. If the service is to be implemented on the lines we recommend it is quite 
evident that for some time there will be insufficient doctors with the right kind 
of experience and training to provide this service on anything like a national 
scale. There is consequently likely to be a need for the development of additional 
training programmes beyond those that already give a short basic course in 
industrial health, for example the 3 month C.I.H. Course at Dundee University 
and the short initiation courses run by London and Manchester Universities. 
We visualise a need for short courses on an ad hoc basis— probably best organised 
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at the major university centres — which will give a grounding to general practi- 
tioner entrants not only in occupational health generally but also instruction on 
hospital organisation and administration and the special problems of 
environmental health in hospitals. These doctors will need an expert in occu- 
pational health to whom they can refer special problems. We shall mention this 
again later in this report when considering a regional organisation for the 
service. 



The Nursing Sister 

82. We have so far said little about the position and duties we envisage for 
the nursing staff of a hospital occupational health service. The nursing sister is 
indeed a cornerstone of the service. It is she (or he — the post will by no means 
be exclusively held by women) who will have most of the day-to-day contacts 
with employees and with senior officers in all other hospital departments. It is 
she who will largely be responsible for carrying out the staff health programme 
in collaboration with the doctor and for instituting arrangements to ensure that 
the most effective use is made of the doctor’s time. She has a major part to play 
in each of the various functions of the service that we have described. Her 
responsibilities will include the maintenace and security of all health and sickness 
records; the maintenance of follow-up systems for e.g. immunisation and chest 
X-ray programmes ; the arrangement of programmes of medical examinations 
in co-operation with the doctor and, in appropriate cases, personal responsibility 
for health interviews with employees including medical history taking and the 
performance of routine tests of height, weight, vision, hearing etc.; the 
arrangement of health and hygiene education programmes; and the provision of 
initial nursing care to employees injured or taken ill at work. In addition to these 
more or less routine duties she will need to play an active and positive supporting 
role to the doctor in establishing and maintaining a healthy and safe environ- 
ment in the hospital and must carry a good deal of the responsibility for co- 
ordinating the activities of the service with those of other departments in the 
hospital. She will also need to be capable of acting as the communication link 
between the hospital and the parents of young nurses over health matters. 
Finally, she will often be the first point of contact for staff troubled with health 
problems arising out of hospital life and environment and is therefore likely to 
be called upon for counselling. 

83. For all these reasons we believe that it is as necessary for the nursing 
sister as for the doctor to be independent of the normal hospital administration 
and equally important for her to have the status appropriate to this independ- 
ence and to her responsibilities. This is necessary on the one hand to enable her 
to establish a good working liaison with senior officers in all other hospital 
departments and, on the other, to secure the confidence of all staff that her 
standpoint in the hospital is quite removed from any entanglement in an 
employer/employee relationship. 

84. We recommend, therefore, that the occupational health nursing sister 
should in all professional matters be solely responsible to the doctor in charge 
of the service. While we emphasise the importance of securing this complete 
professional independence of the nurse from the nursing administration as well 
as from all other hospital influences we cannot do so without giving the same 
emphasis to the need for full co-operation and communication between all 
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parties. Although to some extent this kind of professional relationship will be 
an innovation in the hospital service we do not see that there need be any special 
difficulties inherent in it— and this opinion we are glad to say is shared by virtually 
all the many matrons with whom we have discussed the question. We believe 
that the nursing sister’s independence, and the reason for it, will be respected. 
We also believe that the necessity of exercising this independence only with the 
full co-operation of the rest of the hospital will eliminate the risk that some have 
seen of her becoming, or even feeling, isolated from the community feeling and 
life of the hospital. 

85. We recommend that the nursing sister in a hospital occupational health 
service should hold the Occupational Health Nursing Certificate and that 
hospital authorities should give adequate opportunities of secondment tor the 
necessary training. Full-time courses are available at the Royal College ot 
Nursing and at the Birmingham Accident Hospital. Day release courses are 
also run in other parts of the country. We believe that the background and train- 
ing implied in such a qualification is necessary in a hospital environment not 
simply because the work the nurse will be engaged upon requires it, but also to 
enable the nurse to be accepted by her nursing colleagues in other departments 
as a specialist in her own field and thus to ensure that her advice is given respect. 

86. We hope that the Nurses and Midwives Whitley Council will give early 
consideration to the grading of posts of this nature. 

87. To foster the development of occupational health nursing in hospitals a 
nursing adviser, suitably qualified in occupational health, should be appointed 
to the staff of the Ministry of Health and of the Scottish Home and Health 
Department. 

Other staff 

88. Some clerical assistance will be necessary but as the extent of this require- 
ment will obviously vary with the size of the department we make no specific 
recommendations. Careful selection will be necessary for any clerical post that 
entails working with personal and confidential staff records. 

Hours of Work 

89. So far as its preventive functions are concerned the service will need to be 
manned only during day-time hours. Emergencies will, of course, occur outside 
these hours but are unlikely, except perhaps at the very largest hospitals, to 
justify the incorporation of any shift system into the occupational health 
organisation, Cover in such cases can be provided by the normal facilities of 
the hospital although it should be the service's responsibility to ensure that 
adequate arrangements are in force and understood, and also to see that in- 
formation on matters arising outside hours is passed to the occupational health 
service by the duty staff. None of this, of course, affects the continuing respon- 
sibility for any general practitioner care the service may be giving to resident 
staff. 

Accommodation for the occupational health service 

90. The amount of accommodation the service will require and its situation 
in the hospital will naturally depend very largely on the size and concentration 
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of the hospital or hospital group(s) it serves. We therefore make no specific 
recommendations in this matter. Any viable unit will however require the follow- 
accommodation : 

a consulting/examination room and a treatment room; 
office space for the occupational health nurse, for records and for any 
necessary clerical assistance; 

rest room facilities where staff who are unwell can lie down; 
waiting space; 
toilet facilities. 

91 . Where possible all these facilities should be located together in a place 
easily accessible from all other parts of the hospital or hospital group. The 
Nurses Home is in our opinion unlikely to prove the most suitable site as the 
facilities must provide for the occupational health needs of all grades of staff. 
The best placing is likely to vary from one hospital to another but we suggest 
that, particularly where new hospital building is being planned, incorporation of 
these facilities into the out-patient department (with waiting space arranged to 
allow separation of staff from others) will be found a convenient and economical 
solution. 

Accommodation for sick staff 

92. Allied to the service’s own accommodation needs, and to the provision of 
adequate rest room facilities for staff feeling unwell, is the question whether sick 
bay accommodation should be provided for hospital staff and if so what its 
extent and location should be. Many hospitals at present have a sick bay or beds 
set aside which cater for illness among nursing staff; these quarters are often 
located in the Nurses’ Home. The Ministry of Health’s Hospital Building Note 
No. 24 on Residential Accommodation for Staff suggests that where there are at 
least 100 residents, sick bay facilities should be provided in the residential 
quarters by modifying a 3-bedroom flat for the purpose. This advice superseded 
an earlier recommendation that 4 beds plus a single room would be sufficient for 
100 residents. 

93. Many different opinions have been expressed to us in evidence about the 
type of provision that should be made. Our own conclusion is that to deal with 
sickness of all kinds among hospital staff the accommodation provided needs to 
be of three distinct kinds; 

(a) Resident staff with minor illnesses or ailments of the kind that simply 
need the warmth and comfort of bed or home, without any nursing care, 
should wherever possible be left to look after themselves in their own 
rooms. Like anyone else a resident nurse ought to be allowed to recover 
from such ailments without formality in the relaxed atmosphere of her 
own room. In all cases the occupational health service should be notified. 

( b ) At the other end of the scale, staff with an acute illness or undergoing 
surgery should be admitted to the appropriate ward in the hospital. It 
has been put to us that there might in some cases be embarrassment for 
a nurse in this arrangement particularly if she finds herself alongside 
patients she has recently been nursing. This rather rare occurrence might 
be avoided altogether by the use of a single room on the ward, but even 
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where this is not possible we believe that a little embarrassment will be a 
small price to pay for the advantage of securing the specialised care and 
attention required for a serious illness. 

(c) For the wide variety of illnesses and ailments that fall in between these two 
categories, i.e. those which require some nursing care but which are not 
serious enough to justify the use of an acute hospital bed, sick bay 
accommodation should be provided. 

94. We recommend that this latter accommodation should ideally be situated 
in the hospital itself, close to and if possible integrated with other general ward 
accommodation so that nursing cover and catering facilities can be provided by 
a simple extension of services from nearby wards. This should be borne in mind 
in future hospital planning. 

95. The scale of provision will depend on a number of factors including the 
number of resident staff, the number of non-residents who might need to be 
accommodated on occasion, the size of the student population and the nature and 
siting of staff quarters. The present scarcity of statistical analyses of sickness 
absence from hospitals makes it difficult to formulate a reliable estimate of a 
scale of provision. The Ministry’s suggested scale of 3 beds for about 100 
residents appears intended to provide not only for those in group (c) but also for 
those in group (a) as categorised in paragraph 93. On the other hand, we think 
that sick bay accommodation should not be restricted to resident staff only but 
should accept those non-resident staff for whom the hospital has more than an 
employer’s usual responsibilities — particularly young people in training and 
living away from home. This becomes especially important where non-resident 
staff are in accommodation that is not of good standard and where there might 
be no-one to help them during sickness — their number will vary from one 
hospital to another. 

96. We understand that experience in the Student Health Services at univer- 
sities has shown that a ratio of about 4 beds per 1,000 persons has proved 
adequate to serve a population roughly equally divided between those resident in 
university hostels, those in lodgings and those travelling daily from home. 
Although hospital staff are not strictly comparable, we infer from this experience 
that their requirements could be met well within the scale at present suggested by 
the Ministry and we think that this possibility should be investigated. 

97. Although the occupational health service will need to be informed about 
the admission and discharge of patients to and from the sick bay, and may 
indeed arrange some admissions, we do not recommend that it should be 
responsible for the staffing or the general running of this accommodation. This 
should be the responsibility of the hospital itself, working in liaison with the 
service. It should be possible for any medical care necessary during the stay in 
sick bay to be provided by the patient’s general practitioner — who may be the 
doctor in charge of the occupational health service. 

Allied services 

98. Dental services. It has been many times submitted to us in evidence that 
general dental services should be made available in hospital premises, under 
arrangements analogous with industrial dental schemes, to enable a high standard 
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of dental fitness to be achieved among staff, particularly nurses. We are told that 
dental standards among nursing staff often decline considerably during training 
as many of these young people live away from home and lose touch with their 
iamily dentist. 

99. We consider it of particular importance that every encouragement should 
be given to hospital staff, especially those in contact with patients, to have 
regular dental inspections and treatment. In the largest hospitals with big con- 
centrations of staff the provision on the premises of dental surgery accommoda- 
tion and equipment for use by a visiting general dental practitioner may well be 
not only a means of making this encouragement effective but also of economic 
advantage to the hospital in securing dental fitness with little loss of staff time. 
The practicability as well as the advantages of this kind of arrangement are 
likely to be much diminished in the smaller hospitals or in hospital groups 
where units are not closely concentrated ; here the occupational health service can 
be a helpful influence in arranging for instruction in dental hygiene to be given 
the prominence it requires in the programme of health and hygiene instruction. 

100. Other services. We have considered whether the particular circumstances 
of hospital employment justify any special arrangements, of the kind that exist 
in some parts of industry, for the provision on hospital premises of a visiting 
ophthalmic service or a chiropody service. No such special arrangements appear 
to us to be necessary as a general policy but in certain cases local conditions may 
justify their inclusion. 



POSSIBLE METHODS OF INITIATING A HOSPITAL 
OCCUPATIONAL HEALTH SERVICE 

General considerations 

101. We have described the functions which we consider should be undertaken 
by a hospital occupational health service, the relationship in which it should 
stand to other departments in the hospital administration and the qualities 
required in the staff to run it. It is necessary now to look at these various 
principles— as we have done throughout our deliberations— in the light of the 
considerable variations that exist in the structure of the hospital service and in 
the light also of the present medical and nursing manpower situation. 

102. It is impossible to recommend a single pattern of organisation and 
staffing for a hospital occupational health service. Clearly the pattern will have 
to vary with the other variable factors that distinguish one hospital or hospital 
group from another— the size and location of the hospital, the nature of its work, 
the pattern of its staffing, the numbers of resident staff for whom general practi- 
tioner care is provided. 

103. We have considered whether we should aim to recommend approximate 
criteria which would in our view justify whole-time medical and nursing appoint- 
ments in the kind of service we have described. We have concluded however that 
it would be unwise to make such an attempt at this stage. We believe that this is 
something that can only be properly assessed by experiment— and experiment on 
a wide base because there is every likelihood that a number of different answers 
will have to be found to fit different situations. The wide differences that exist in 
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these situations throughout the hospital service are too well known to need 
descriptive enlargement in this report. We mention just one factor as an example 
—the size of hospitals in terms of bed numbers. Out of something like 2,700 
non-teaching hospitals in England, Wales and Scotland well over 1,000 hospitals 
have less than 50 beds, over 2,000 hospitals have less than 200 beds, and some 
200 hospitals have more than 600 beds. This kind of spread is repeated in the bed 
size of hospital groups: about 40 per cent of all the non-teaching groups in 
England and Wales have less than 1,000 beds and about 13 per cent have over 
2,000 beds. Substantial changes in this general pattern are likely to come as the 
Hospital Plan evolves its network of large district general hospitals, but change 
will be gradual and it is too soon to see the future shape of the hospital service 
with any precision. It seems to us abundantly evident, however, that no neat 
single pattern of organisation for a hospital occupational health service can ever 
be grafted on to a hospital service that may, for example, in one area be densely 
concentrated in a few large and complex units not all under one management, 
and in another, remoter, area be scattered far and wide in small units under a 
single management. It is in the latter kind of situation that the organisational 
problems of establishing a co-ordinated staff health service are likely to be most 
acute. The solutions to these problems are likely to lie in the direction of part-time 
appointments (for the doctor if not the nurse). 

104. All this points to the need for experiment but before we mention some 
of the directions which experiment might take we would like to refer briefly to the 
question of manpower availability. 

The manpower situation 

105. Even if it was possible to introduce a uniform organisational pattern for 
an occupational health service into every hospital or group of hospitals — which 
clearly it is not — a wholesale implementation of our recommendations would 
obviously be precluded by the fact that medical and nursing staff with the 
particular skills required are not available oil anything like this scale at the pi esent 
time and are unlikely to be for some time to come. 

106. But this is no reason for inaction. The objectives are in our view quite 
important enough to justify an additional use of medical and nursing manpower 
in the launching of experimental schemes on a basis wide enough to test the 
general principles we have recommended in a number of different hospital 
contexts. 

107. The effectiveness of a hospital depends on several things, not least on the 
availability of modern equipment in modern accommodation, but more than 
anything else it depends on the efficiency of the staff. In turn the staff s efficiency 
is largely conditioned by their state of health and morale. We have stated our 
belief that the efforts now being made to establish and sustain good health and 
high morale among the staff of our hospitals are far from satisfactory, and we 
consider it is at least arguable that the responsibility for increasing these efforts 
to the general level of our recommendations is a justifiable prime charge on 
medical and nursing manpower. We would justify it not because we believe that 
the introduction of a hospital occupational health service will necessarily lead to 
a substantial reduction in sickness absence and wastage— although the possibility 
certainly exists and if a service is provided there may well be more manpower 
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problems solved than posed — but because it makes a good deal of sense, when 
hospital staff in all grades are in short supply, to take good care of the health of 
those who are recruited. 

The need for experiment 

108. A small, limited introduction of a hospital occupational health service 
with the functions we have recommended should not however be dictated solely 
by manpower considerations. A factor just as potent is the need to test these 
functions in the field to try and find the best and most economical means of 
carrying them out in all the main varieties of circumstance that the hospital 
service presents. Some experiment is already taking place — we are aware of the 
valuable work being done, for example, at Eastbourne and in Central Middlesex 
— but very little of this is exploring to the full the possibilities of an independent, 
integrated occupational health service, although we have noted with great 
interest the plans for a pilot scheme at Bedford General Hospital. 

109. Experiment should include a trial of the general principles of our 
recommendations against a number of different hospital backgrounds extending 
from the largest to the smallest concentrations of hospital staff. One aim should 
be to test the ways in which an economic, viable and operationally efficient 
service can best be formed by grouping hospitals together. A single service 
for more than one H.M.C. group is one possibility that should be explored 
where geographical circumstances favour it. Another subject for study 
is whether the problems and work load encountered in large, isolated 
psychiatric hospitals call for any general modification of the principles we have 
advocated for all hospitals. To iind the best kind of organisation for a service 
to small and widely separated hospital units will call for special study. The 
extent to which this problem can be answered by grouping hospitals together, 
by making part-time appointments, and by increasing the service’s mobility, can 
only be properly studied in the detailed knowledge of local conditions and 
requirements. 

A regional organisation 

110. We hope and expect that initiative at local level will provide much of 
the driving force necessary to secure a solid base of experiment from which a 
full scale service can ultimately be launched. It will however be necessary to 
harness a good deal of this force to some form of co-ordinating machinery if 
the experimental programme is not to become fragmentary and haphazard or 
lose direction. We believe that co-ordinated experiment and the evolution of a 
detailed code of practice for carrying out the recommended functions of a 
hospital occupational health service will best be achieved by the institution of a 
point of control at regional level. We therefore recommend that, as a major 
experiment, a form of regional organisation of local hospital staff health services 
should be tried out now. 

111. To build a service in this way it is essential to have the right kind of 
medical man at the top with all the experience and status required to be a staff 
health adviser for the region. We recommend the appointment, in a whole-time 
or part-time capacity of a senior doctor, experienced in occupational health, 
from industry or possibly from a University Department, to act as consultant 
regional adviser to the Regional Hospital Board. The requirement here is for 
expertise in occupational health. Although there would be an organisational 
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character to the duties of this senior doctor, his primary function would be to 
support and advise as a consultant the occupational health doctors in the 
field wherever necessary. More than one such appointment may be found to be 
necessary to provide adequate cover for all areas within a region. The doctor at 
hospita/or group level would still preserve his independent status and be 
responsible Jrectto the Hospital Management Committee in the way we have 
already described, but we believe there will be much value in establishing an 
authoritative source from which he will be able to obtain professional advice. 

112 Although we suggest a form of regional organisation in the first place 
so as to get a hospital occupational health service off to a sound star with a 
period of co-ordinated experiment, we do so also m the expectation that this 
will ultimately be found to be the right permanent pattern One obvious advantage 
in involving the Regional Hospital Board lies in the fact that environmental 
health considerations, particularly when new hospital budding is being planned, 
are likely to affect capital estimates and expenditure which are very much a 
Board concern. Another is that it should help to ensure that the Board s own 
staff, as well as the staff of the National Blood Transfusion Service and th 
Regional Mass Radiography Units are brought under the cover of the staff 
health service. Public Health Laboratory Service staff ought also to be included 
in the service where the laboratories in which they work are associated with 
hospitals. 

Teaching hospitals and Student Health Services 

113. There is also considerable scope for experiment in the possible extension 
of present University Student Health Services to cover the staff of teaching 
hospitals. Some of these Services already do this to a certain degree but it is 
still rare for this cover to extend beyond student nursing staff. We understand 
however that some universities have already found it advantageous to extend 
their occupational health services to all grades of university employees in 
addition to the student population. It would seem to be a logical development 
to extend this cover still further to staff of all grades in the associated teaching 
hospital. Boards of Governors may like to consider whether a single, unified 
scheme of this kind to cover all their staff may hold advantages over a separate 
hospital staff health organisation. We believe this should certainly be considered 
in those cases where the Student Health Service already look after student 
nurses, so that the needs of other staff do not have to be left to a separate 
organisation or, worse, ignored. 



National co-ordination 

114. This is too early a stage to formulate with any precision how far the 
development of hospital occupational health services will need co-ordination at 
national level. We have already indicated that for some time to come the pace 
of this development is likely to be limited. We do not believe that a standing 
national body with co-ordinating and advisory functions will have any great 
part to play during the period of purely experimental development. A review at 
national level should, however, be undertaken after an appropriate period— we 
suggest from 3 to 5 years— to assess the extent and nature of the development 
that has by then taken place and, in the light of experience actually gained in the 
field, to help formulate a firm basis for further expansion. This later review 
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might appropriately be carried out within the C.H.S.C. machinery. The 
initiation and progress of experimental schemes should therefore be systematic- 
ally reported to Regional Hospital Boards and through them to the Ministry 
of Health and the Scottish Home and Health Department to enable information 
to be collated to ensure that this later review is carried out at the most appro- 
priate time. 



STAFF WELFARE 

115. We have implied earlier in this report that if standards of morale con- 
tribute in any substantial way to standards of health, as we believe they do, then 
a study of health factors in any large area of employment must include some of 
the matters that come under the heading of welfare rather than health. Welfare 
is a subject capable of very wide interpretation but we shall concern ourselves 
in these last sections of our report only with those aspects which in our view 
are most closely linked with the establishment of individual and collective good 
health. 

Welfare accommodation 

116. One of the lasting impressions we gained in our visits to a number of 
hospitals was the widespread inadequacy and poor quality of such essential 
amenities as changing accommodation, rest rooms and toilet facilities. Some of 
the existing accommodation can only be described as appalling. Some does not 
even achieve the standards prescribed for accommodation that is subject to the 
Factories Act or the Offices, Shops and Railway Premises Act — and these are 
minimum standards which one would hope to see exceeded in any part of an 
institution devoted to the care of the sick. 

117. Many deficiencies are to be found in the changing accommodation 
provided for non-resident staff. Principal among these are cramped rooms and 
inadequate locker space, scattered and unsuitable locations in spare corners in 
different parts of the hospital, the lack of adequate associated toilet facilities and 
the absence of facilities for drying clothes. Another major deficiency that we 
found was the general absence of any rest room accommodation for non- 
resident staff. These inadequacies were the more surprising where, as we found on 
some of our visits, a considerable part of the Nurses Home stood empty because 
of declining numbers of resident staff. 

118. It is true that we have seen the conditions in only a limited number of 
hospitals but from the complete unanimity of views put to us on this matter by 
many representative bodies it is evident that what we have seen is representative 
of the hospital service as a whole. It is equally evident that there is no lack of 
awareness of the inadequacy. The deficiencies cannot be said to be the result of 
deliberate neglect or of unconcern by hospital authorities who have for many 
years been grappling with the problems of providing a hospital service fulfilling 
modern requirements within the physical limitations of hospital buildings 
erected for nineteenth century needs and to nineteenth century standards. In the 
face of highly competitive clinical demands for what additional space can be 
made available by extension and adaptation it is hardly surprising that staff 
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accommodation requirements have for so long fought a losing battle in the war 
of priorities and have secured little in the way of improvement beyond that of a 
hand to mouth nature. This has been a continuing and increasing need duiing 
years in which the proportion of part-time and non-resident staff has risen 
steadily. In a large number of cases the only satisfactory answer to this and 
many other hospital accommodation problems is major redevelopment of the 
kind that is now increasingly being undertaken as the Hospital flan gatheis 
momentum. But for many hospitals this kind of solution is still too far in the 
future to provide the remedy for the ills we have described, 

119. We offer no easy solution in these cases for none exists. We recognise 
the limited value of offering general advice concerning one sphere of hospital 
activity when it is clear that individual hospital authorities, who aie long 
accustomed to making difficult judgments between competing demands when 
distributing the resources they have available, are the only bodies in the position 
to make a detailed and objective assessment of the place of staff accommodation 
requirements in a hospital’s needs. Nevertheless we believe two things need 
saying. First, that custom often stales; in other words there is a danger that 
staff accommodation needs, by receiving continued low priority, become so 
established and familiar an item low down on the list of hospital requirements 
that they may tend to become regarded too routinely during each fresh assess- 
ment of hospital needs. Contributing to this danger is the fact that very often 
the inadequacy in this kind of accommodation increases undramatically and is 
therefore less eye-catching than needs in the clinical areas of the hospital. Our 
second point is that there may well be much substance in the view that has been 
expressed to us from several quarters that the lack of this staff welfare accom- 
modation, or its poor quality, is one of the more substantial reasons for many 
of the recruitment problems and the high turnover in the hospital service. We 
suggest that hospital authorities might, before their final weighing of priorities, 
profitably test the extent to which this view is substantiated by experience and 
opinion in their areas. Immediate consideration should certainly be given to the 
provision or improvement of cloakroom, changing and other accommodation 
for all grades of staff wherever this falls short of the requirements laid down for 
premises subject to the Factories Act and the Offices, Shops and Railway 
Premises Act. 



Future planning of staff welfare accommodation 

120. The accommodation we saw in the course of our visits, and the general 
criticism that has been put to us in evidence have made us give some thought 
to the main considerations that are likely to be entailed in the planning of new 
changing rooms and associated accommodation for non-resident staff. Here 
again one meets a familiar difficulty of trying to frame sufficiently broad policies 
to encompass the many different types of situation that are to be found in the 
hospital service. These differences can be of a physical kind — for example, 
siting considerations and the extent to which good subsidiary facilities are 
already available in wards and departments — as well as of a social kind de- 
pendent upon different social patterns within the hospitals and in the areas from 
which they draw their non-resident staff. We have reached the conclusion however 
that the following broad principles should form the basis for the provision of 
non-resident staff accommodation where new building is planned : 
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(a) Assessment of users. Purpose-designed changing accommodation and 
associated facilities will be needed for all non-resident staff other than 
those who require only a place to hang a hat and coat and for whom such 
provision can simply be made in their office or place of work. The main 
users will continue to be nursing, medical, domestic and porterage staff 
but the needs of growing numbers of professional and technical staff will 
also have to be taken into account. Apart from sheer numbers the 
calculation of requirements will have to take into account the proportion 
of staff who will need to change clothes completely, as well as such other 
‘load’ factors as the effect of split duties or shift systems, and leave and 
training patterns. 

(b) Location. A major decision will usually be the extent to which the 
accommodation should be centralised. Whether central cloakroom 
accommodation for all the hospital’s staff is a practicable and economic 
solution will depend upon the nature and size of the hospital site and the 
way departments are placed on it. In some places localised accommoda- 
tion may be the only answer that avoids a disproportionate number of 
staff spending a disproportionate amount of time between their changing 
area and their place of work. We recommend, however, that wherever 
possible the aim should be to provide central facilities and reduce local 
cloakroom accommodation to the minimum. This ought to be an 
achievable aim, as well as an efficient and economic solution, in much of 
our new hospital building. Even on many of the less compact hospital 
sites a central changing area can work effectively if staff access to the 
hospital from outside is by a common route. 

(c) System of operation. Central accommodation should group together the 
facilities for non-resident staff of all grades. We see no compelling 
reasons for any more complex delineation within the accommodation 
than a straightforward separation between facilities for men and women. 
Indeed we believe the abandonment of traditional systems of segregation 
is becoming increasingly necessary as a means of achieving a more 
flexible design of accommodation which can be adapted to future changes 
in staffing patterns. We believe that greater flexibility will also be 
achieved if in future planning the provision of supervised open storage of 
clothes is carefully considered as an alternative to the traditional system 
of self-service from individual lockers. While the economic and logistic 
advantages of different systems may vary considerably from one hospital 
to another we consider that a supervised open system has in principle 
much to commend it. More and more hospitals are going to find it 
difficult to provide the space for a locker per person whereas a supervised 
area (with only its associated changing cubicles and toilet facilities 
needing segregation between the sexes) is likely to be contained within 
a smaller overall space, offer better security, present fewer cleaning and 
maintenance problems, be more easily designed to allow for future 
expansion, and permit a more satisfactory separate provision of drying 
facilities. These advantages will of course have to be weighed agarnst the 
additional staffing costs that a supervised system will entail, but we 
believe a justifiable balance will in many cases be found to exist, parti- 
cularly where the duties of the attendant staff can include the sorting and 
issue of uniforms and cleaning of the accommodation. 
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Recreational facilities 

121. Requirements will depend very much upon the size and type of hospital 
and particularly upon its siting and degree of isolation from the facilities available 
to the community in general; in the larger psychiatric hospitals more extensive 
social and recreational facilities are clearly a valuable aid in creating and main- 
taining a therapeutic environment and will benefit patients and staff alike. But 
apart from such special instances it is evident that hospital staff in general, 
resident as well as non-resident, are now looking outside the hospital for their 
leisure activities to a far greater degree than in the past. We consider this to be an 
entirely healthy trend, and one that should receive every encouragement. There 
is no unacceptable loss to the hospital community spirit in this changing pattern, 
but it does call for a shift in emphasis in the way it should be fostered. The need 
is now not so much the provision of recreational facilities within the hospital but 
rather the encouragement of organised participation by the staff in facilities that 
already exist in the community outside. In some large hospitals the appointment 
of a whole-time or part-time social secretary has been found a successful means 
of helping staff to find or organise their leisure activities away from the hospital. 

122. We consider it necessary to add that recreational facilities of however 
high a standard are no substitute for good staff accommodation. 

Welfare and the role of a hospital occupational health service 

123. The hospital occupational health service’s function in certain of these 
welfare matters will be a limited one. We would expect however that the service 
would be prompt to advise management whenever it is considered that inadequacy 
in the provision of changing-rooms or rest-rooms or toilet facilities is likely to 
become a hazard to staff health. It will also be in a position to offer specialised 
advice in the planning of new accommodation of this kind. 

Joint consultation 

124. Staff welfare, including the provision of adequate welfare accommoda- 
tion, is a direct responsibility of management and clearly should always remain 
so. Potentially the best means by which management can keep sufficiently in 
touch with changing needs to be able effectively to carry out this responsibility 
is the establishment of good working joint consultation arrangements with 
employee representatives. Unfortunately there is evidence that joint consultation 
in the hospital service is not working anything like as well as it should; we 
certainly discovered this as a fact in many of the hospitals we visited. There are 
probably a number of reasons for this, but the predominant one would seem to 
be that there is a lack of determination on both sides to make it work. If manage- 
ment regard it as an administrative nuisance and if employees think of it solely 
as a form of machinery for making complaints, joint consultation cannot play 
the effective role it is capable of playing in the management of a hospital. We 
cannot but feel that there is a strong link between the inadequacies we have 
mentioned in the general standard of welfare accommodation provided for staff 
and the absence of effective joint consultation arrangements. However, consider- 
ation of the means of instituting or restoring effective arrangements is contained 
within the larger question of personnel management in the hospital service and 
these matters lie outside our remit. We can do no more therefore than add our 
own emphasis to the need for study in these fields, a need which we believe is now 
beginning to be more widely recognised within the hospital service. 
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COUNSELLING 



125. The subject of counselling is one which comes within the broad field of 
personnel work as a whole and it will doubtless be receiving further attention in 
this context if, as we hope, personnel management is developed in the hospital 
service. It is also a subject on which a wide range of opinion has been expressed 
to us. There are those who consider that in an organisation as complex and busy 
and as single-mindedly devoted to its ‘product’, i.e. the patient, as a hospital, the 
needs of staff of all kinds for counselling are great enough to warrant a fully- 
organised service independent of ordinary departmental disciplines with advice 
available from specially trained staff. At the other end of the spectrum of 
opinion are those who hold that any form of organised service would be 
unwarranted and unused by staff, that in this day and age, the younger element 
would resent any kind of counselling organisation as an uncalled for interference 
in their affairs, and that young nurses should be left alone to share their problems 
with their own friends who are often their best advisers. These sincerely held 
beliefs seem, however, to be minority views and we mention them only to show 
the difference in attitudes that exist in the service. 

126. We think it cannot be disputed however that the better the communica- 
tion between and within different departments in the hospital the less need there 
will be for counselling. Communication in hospital is a study in itself and the 
problems that arise in this field have already been ventilated by Professor Revans 
in his ‘Standards for Morale. Cause and Effect in Hospitals’. We understand 
that follow-up work to this study is in progress. 

127. We believe that the organisation of a counselling service for staff should 
go no further than to secure that there is a wide choice of people to whom staff 
can go for advice on personal problems, and to see that the staff know this 
choice exists and understand the purpose of the service. The choice should be 
wide enough to allow those staff who wish it to seek advice from someone 
uninvolved in their departmental and disciplinary relationships and perhaps also 
uninvolved in religious associations. We emphatically do not mean by this to 
belittle the very valuable role that many heads of departments and many hospital 
chaplains are already playing. Many staff already look first to their senior officers 
or to the chaplain for advice on their personal problems and we hope and 
believe this will continue. But there are others who will always be reluctant to 
turn for help in either of these directions and quite often these are the people 
who stand in the greatest need of some outlet for their worries. For tiffs reason, 
if no other, we would wish to see a wide choice of available counsellors. 

128. It is, however, the personalities and aptitudes of the counsellors which 
determine the effectiveness of any service. Staff in difficulty will go to the person 
in whom they feel most confidence and who they think will give them the 
soundest support and advice. The wider the choice the more chance they have of 
finding the kind of help they need and the more likely it thus becomes that they 
will seek help in good time, particularly over those problems that arise out of the 
hospital environment. 

129. The keynote of successful counselling is informality in a quiet environ- 
ment and an unhurried atmosphere — not always easy to find in some of our 
hospitals. We believe the essential qualities needed in a counsellor are time and 
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the ability to listen, a good working knowledge of local social services and the 
ways to get in touch with them, and the ability to give sensible advice without 
seeking deep and complicated motives behind the problems. Some possess many 
of these qualities instinctively and naturally ; others gain them by experience and 
long familiarity with hospital life. With an increasing emphasis on management 
training in the future hospital service it is likely that the number of people with 
the attributes and experience necessary for effective counselling will grow. We 
hope full advantage will be taken of this. We think that this subject should receive 
formal recognition on the syllabus of management courses. We would observe 
here that already, in the division and delegation of some of the responsibilities 
formerly held solely by Matrons, there is some scope for a counselling service for 
nurses to be provided on a wider basis within the nursing and teaching adminis- 
trations. 

130. In any consideration of counselling services it is perhaps natural that the 
needs of young nurses in training come most prominently to mind. The system 
of nurse training is probably more likely to produce anxiety than almost any 
other student system. During a time when her place of work — and perhaps also 
her place of residence — is repeatedly changing she may be making her first 
encounter with death or disfiguration or terminal illness, facing the initial 
challenges of night duty and meeting these stresses when there is very little in her 
daily work that gives her the comforting support of being familiar. Some young 
people today can take this in their stride. But there is enough evidence in the 
high wastage rate during training to suggest that many find it a forbidding or 
even an intolerable ordeal. A good deal of research has already been undertaken 
into the reasons why so many staff leave while under training. We understand 
that the Ministry of Health has commissioned an appraisal of existing reports to 
consolidate the evidence and to pinpoint proven conclusions and seek out 
aspects that will repay further investigation. The contribution that health 
problems make to the failure to complete training has not been fully explored 
and, as we suggest earlier, this is an aspect of the problem on which an occupa- 
tional health service should be able to provide useful evidence. Until these factors 
are better known and understood the adequacy of present counselling activities 
and techniques for these young people must be much in doubt. 

131. It needs to be emphasised, however, that ward sisters and other trained 
nursing staff, to whom students and pupils naturally look for guidance, have 
their own problems and are less likely to have a choice of people to approach for 
help. 

132. Good counselling can be a real benefit to all kinds of staff, nursing or 
otherwise, young or old. Present needs for it are evident and are likely to increase 
with the trend towards more concentrated hospital resources more intensively 
employed. We believe that the counselling activities already being undertaken by 
doctors, senior nursing staff, hospital chaplains, hospital secretaries and heads of 
departments, will be very usefully supplemented by the special skills of the 
doctor and the nursing sister in an occupational health service which is inde- 
pendent of hospital hierarchy and hospital discipline. We see the function of the 
service as being not only to widen the range of choice of counsellor but also to 
provide a focal point from which information about the counselling services 
available can be given to all employees and to which other counsellors can refer 
where, for example, contact with other social services seems necessary. 
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133. There may occasionally be found a need for the services of a medical or 
psychiatric social worker but we think it would normally be for the occupational 
health service to decide when to call in this kind of help. 



CONCLUSION 

134. The hospital ought to be not merely a centre where sick people come for 
treatment but a place where positive attitudes towards the maintenance and 
improvement of health are propagated. We do not believe it can become such a 
place until the health and welfare services provided for hospital employees are at 
least as good as the best that can be found elsewhere. In an organisation devoted 
to the treatment of the sick and their restoration to health it is absurd that the 
health needs of its employees should continue to be as neglected as they are at 
present. It has been said many times that in every industry manpower is the most 
expensive item. This is particularly true of the hospital industry which devotes 
more time to training the skills of its employees than is done in the general run 
of industry but which uses them at present without sufficient regard to their 
actual physical needs, let alone their emotional ones. 

135. No-one questions the wisdom of spending money to maintain the 
hospital’s structure, plant and equipment in a serviceable condition so that the 
hospital can do its job efficiently. Indeed planned preventive maintenance 
programmes are becoming increasingly used in the hospital service. The hospital’s 
efficiency would unquestionably be served in the same way by the provision of an 
occupational health service designed to ensure as far as possible that the hospital’s 
staff are also maintained in fitness. It is anomalous that so little attention has 
hitherto been paid to this form of maintenance. As we have said, the neglect has 
largely arisen out of devotion to the worthy doctrine that the patient’s needs 
must always have first call on all available hospital resources. But the neglect has 
continued too long and the time has come to end it. 

136. We do not believe that this will call for any unmanageable shift in 
priorities. The cost of providing a comprehensive hospital occupational health 
service on the lines we recommend will be only a relatively small addition to the 
hospital budget, bearing in mind that some of the work that the service will 
perform is to some extent already being undertaken by existing hospital staff who 
will thus become available to take on other duties. It is difficult to make any 
assessment in hard terms of the benefit of having such a service. One of the 
representatives from industry whom we interviewed had made, with the assistance 
of the firm’s accountant, a financial estimate of the cost of their occupational 
health service and produced an account showing that the firm had actually saved 
money. Although intrigued by this assessment we are not convinced that it 
presents the strongest argument for an occupational health service. We believe 
the real benefits are of the intangible kind that cannot be measured in terms of 
hard cash — the contribution to morale and efficiency among the staff and the 
consequent enhancement of the effectiveness of the whole undertaking. These 
were the benefits most emphasised to us in our visits to industry, both by 
management and trade union representatives. Some of these firms admitted that 
the service started as a form of paternalism, and in a few instances elements of 
paternalism still coloured the outlook of top management, but whilst this was so 
we found a unanimity of feeling among these modern progressive firms that an 
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occupational health service was essential for the efficient running of their 
industry. We believe that this gam in efficiency can be similarly achieved m the 
hospital service. It will be a gain fully shared by the patient. 

137 We have recognised that our recommendations cannot be swiftly 
achieved throughout the hospital service, but we see nothing to prevent a start 
being made on a broad front. For too long the hospital service has failed to give 
the lead to others in the care of staff health that one should expect from an 
employer of well over half a million people and from an organisation devoted to 
the care of the sick. It is time to start giving that lead. 



SUMMARY OF MAIN CONCLUSIONS 
AND RECOMMENDATIONS 

AN OCCUPATIONAL HEALTH SERVICE FOR HOSPITAL STAFF 

(1) Hospital authorities should aim at setting up an occupational health 
service for all their employees (paragraph 37). 

(2) Part-time staff and contract workers should be covered by the occupational 
health service in the same way as whole-time staff except where the outside 
employers themselves offer a comparable health service (paragraph 44). 

(3) Staff of Regional Hospital Boards, of the National Blood Transfusion 
Service, of Regional Mass Radiography Units and, in certain circumstances, 
of the Public Health Laboratory Service, should be brought under the cover of 
hospital occupational health services (paragraph 112). 

THE FUNCTIONS OF A HOSPITAL OCCUPATIONAL HEALTH SERVICE 

(4) The recommended range of activities of a hospital occupational health 
service is summarised (paragraph 38). 

(5) Medical examination of all hospital staff on entry is not justified and should 
be restricted to broadly defined categories of staff (paragraph 41). The initial 
health check of staff outside these categories should be by means of a question- 
naire. A standard form of questionnaire should be used (paragraph 43). The 
initial health check should as far as possible take place before employment 
begins (paragraph 45). 

(6) It is advisable that all employees should have a chest X-ray on entry. 
Employees at special risk should be X-rayed at regular intervals. Routine 
medical examinations during service should be restricted to defined categories of 
staff (paragraph 46). 

(7) There is a need for a fully impartial assessment to be made of the fitness 
of staff to carry out their duties on return after prolonged sickness absence and 
in some cases, for advice on suitable alternative employment (paragraph 47). 

(8) The occupational health service should be responsible for the maintenance 
of an adequate state of immunisation among hospital staff. It should be possible 
in future years to use standardised computer programming to assist in this 
purpose (paragraph 48). 
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(9) All records relating to the health of individual staffkept by the occupational 
health service should be accessible only to the medical and nursing staff of that 
service (paragraph 49). The Minister of Health’s Advisory Committee on 
Hospital Medical Records should be asked to design a suitable standard form 
of health record for hospital staff (paragraph 50). 

(10) Joint consultation in all matters relating to safety should be arranged in 
every hospital; the occupational health service should be represented in such 
consultation (paragraph 54). 

(11) The occupational health service should have organisational responsibility 
for a programme of health and hygiene instruction. Such instruction should be 
included in the induction procedures for all grades of staff (paragraph 56). 
Dental hygiene should be given appropriate prominence in health instruction 
and all staff should be encouraged to have regular dental inspections (paragraph 
99). 

(12) The relationship between the occupational health service and the Control 
of Infection Committee will need to be considered in the light of local 
variations of circumstances (paragraph 57). 

(13) Much more investigation should be carried out into the effects of 
environmental conditions on staff health (paragraphs 51, 52). Considerably more 
research is needed into the causes of sickness absence and the extent to which 
health and welfare considerations affect wastage (paragraph 58). 

THE RELATIONSHIP OF AN INDEPENDENT HOSPITAL OCCUPATIONAL HEALTH SERVICE 
WITH OTHER DEPARTMENTS AND SERVICES 

(14) The hospital occupational health service should be, and be seen to be, 
independent of the hospital administrative structure. It should work in close 
co-operation with other departments (paragraphs 59 to 61). 

(15) The doctor in charge of the occupational health service in a hospital or 
group of hospitals should be directly responsible to the Hospital Management 
Committee, Board of Management or Board of Governors (paragraph 60). 

(16) The occupational health service should ensure that clearly defined 
arrangements exist to deal with staff injured or taken ill at work ; such arrange- 
ments should use existing hospital resources wherever possible. In all appropriate 
cases the details of any treatment or advice given should be passed to the 
employee’s general practitioner (paragraphs 63, 64). 

PERSONAL MEDICAL CARE OF HOSPITAL STAFF 

(17) Every member of the hospital staff should have the right to choose his 
own general practitioner (paragraph 67). 

(18) No other nurse should be present at the personal consultation between a 
nurse patient and her medical adviser unless specifically requested to be so by 
either party (paragraph 68). 

(19) The personal medical records of staff should be confidential to the doctor 
providing personal medical care (paragraph 69). 
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(20) There are advantages in the employment of a general practitioner rather 
than a hospital doctor to provide personal medical services for resident staff. 
The delegation of these duties to junior hospital doctors, in addition to 
their other duties, has not proved a satisfactory arrangement (paragraphs 70 
to 73). 



THE STAPEING AND ACCOMMODATION OF A HOSPITAL OCCUPATIONAL HEALTH 

SERVICE 

(21) Curative and preventive medical functions should be combined in the 
appointment of the doctor in charge of the occupational health service 
(paragraphs 74 to 76). The general practitioner service is likely to provide the 
most fruitful source of recruitment of suitably qualified doctors (paragraph 
80). 

(22) Additional training facilities will be required to provide doctor entrants 
with the necessary grounding in occupational health in the hospital environment 
(paragraph 81). 

(23) The occupational health nursing sister should in all professional matters 
be solely responsible to the doctor in charge of the service. She will need to work 
in close co-operation with matron and other hospital officers (paragraph 84). 
She should hold the Occupational Health Nursing Certificate. Adequate 
opportunities should be given for secondment for training (paragraph 85). A 
nursing adviser, suitably qualified in occupational health, should be appointed 
by the two central Health Departments (paragraph 87). 

(24) The occupational health service will need to be manned only during 
daytime hours, but should have responsibility for ensuring that suitable 
arrangements are established for emergencies arising outside these hours 
(paragraph 89). 

(25) The basic accommodation requirements of an occupational health 
department are listed. Size and location will vary with the size of the hospital(s) 
served. Incorporation with out-patient facilities is recommended in principle 
(paragraphs 90, 91). 

(26) Resident staff with minor sickness should be allowed to remain in their 
own rooms whenever possible, subject to notification to the occupational 
health service. For more serious illness adequate provision should be made for 
staff in sick bays and, when necessary, hospital wards (paragraph 93). 

(27) The staff sick bay should ideally be situated close to and if possible 
integrated with general ward accommodation in the hospital (paragraph 94). 

(28) Sick bay accommodation should not be restricted to resident staff only 
(paragraph 95). Total requirements can probably be met well within the Ministry 
of Health’s suggested scale of 3 beds to about 100 residents (paragraphs 95 
to 96). 

(29) The staffing and running of accommodation for sick staff should be the 
responsibility of the hospital, working in liaison with the occupational health 
service (paragraph 97). 
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POSSIBLE METHODS OF INITIATING A HOSPITAL OCCUPATIONAL HEALTH SERVICE 

(30) There can be no single pattern of organisation and staffing for a hospital 
occupational health service (paragraph 102). Experiments should be conducted 
to test the general principles recommended in this report against a number of 
different hospital backgrounds (paragraph 108, 109). 

(31) A regional organisation of local hospital staff health services should be 
tried out now as a major experiment (paragraph 110). 

(32) For this kind of organisation a Regional Hospital Board should appoint 
one or more recognised specialists in occupational health as whole-time or 
part-time advisers to advise on policy and to be available in a consultative 
capacity to assist the doctors in charge of the hospital units (paragraph 111). 

(33) Consideration should be’ given to the extension of existing University 
Student Health Services to cover the staff of the associated teaching hospitals 
(paragraph 113). 

(34) A review to assess how far the recommendations in this report have been 
implemented should be undertaken at national level after an appropriate period. 
The progress of experimental schemes should meanwhile be systematically 
reported (paragraph 114). 

STAFF WELFARE 

(35) Immediate consideration should be given to the provision or improvement 
of cloakroom, changing and other accommodation for all grades of staff 
wherever this falls short of the requirements laid down for premises subject to 
the Factories Act and the Offices, Shops and Railway Premises Act (paragraph 
119). 

(36) When possible and convenient, new changing accommodation and 
associated facilities for all non-resident hospital staff should be centralised. 
Within this accommodation no separation of facilities should be required other 
than between men and women. Supervised open storage of clothes should be 
considered as an alternative to the traditional system of self-service from 
individual lockers (paragraph 120). 

(37) The growing trend for hospital staff to look outside the hospital for their 
leisure activities should be encouraged (paragraph 121). 

(38) The occupational health service should advise management on the 
adequacy of existing staff welfare accommodation and on the planning of new 
accommodation (paragraph 123). 

(39) Joint consultation in the hospital service is not working as well as it 
should. The means to improve this situation needs to be considered in a wider 
context than is covered by this report (paragraph 124). 

COUNSELLING 

(40) The choice of people to whom staff can go for advice on personal 
problems should be wide enough to allow those staff who wish it to seek advice 
from someone uninvolved in their departmental and disciplinary relationships 
(paragraph 127). 
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(41) Counselling as a subject should receive formal recognition on the 
syllabus of management courses (paragraph 129). 

(42) Counselling activities already being undertaken in hospitals will be very 
usefully supplemented by the doctor and the nursing sister in an independent 
hospital occupational health service. The service should provide a focal point 
from which information about all available counselling services can be given to 
employees and to which those who counsel can refer when necessary (paragraph 
132). 
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APPENDIX A 

List of bodies or individuals who were consulted and who gave evidence 

Association of Hospital Management Committee Group Secretaries 
♦Association of Hospital Management Committees 
♦Association of Hospital Matrons 

Association of Hospital Matrons (Mental Hospital Matrons’ Group) 

Association of Hospital and Welfare Administrators 
Association of Hospital Secretaries 
Association of Hospital Treasurers 
Association of Medical Records Officers 
Association of Occupational Therapists 
♦Association of Scottish Hospital Boards of Management 
♦Association of Scottish Hospital Matrons 

♦British Dental Association 
British Dietetic Association (Incorporated) 

♦British Medical Association 
British Occupational Hygiene Society 
♦British Student Health Association 

♦I. M. Brown Esq. M.B., Ch.B. (Physician Superintendent, St. Mary’s Hospital, 
Eastbourne) 

♦Central Electricity Generating Board (Regional Medical Service) 

Chartered Society of Physiotherapy 

*N. F. Coghill Esq., M.A., M.B., B.Chir., F.R.C.P. (Consultant Physician, West 
Middlesex Hospital) 

♦College of General Practitioners 
Confederation of Health Service Employees 
Confederation of Shipbuilding and Engineering Unions 

Executive Councils’ Association (England) 

*T. O. Garland Esq., M.A., M.D., D.P.H. (Consultant in Occupational Health, 
Central Middlesex Hospital) 

General and Municipal Workers’ Union 
Guild of Public Pharmacists 

Hospital Chaplaincies Council (Church of England) 

Hospital Domestic Administrators Association 
Hospital Physicists’ Association 

♦Institute of Hospital Administrators 
Institute of Hospital Engineering 
Institute of Medical Laboratory Technology 
Institute of Medical Social Workers 

Joint Committee of Ophthalmic Opticians 

♦King Edward’s Hospital Fund for London 

♦London Transport (Medical Service) 
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♦Marks and Spencer Limited (Medical Service) 
♦Medical Practitioners’ Union 
♦Medical Superintendents Society 
♦Ministry of Labour 



♦National Association of Chief Male Nurses 

National Association of Hospital Supplies Officers Affiliate TTniom 

♦National Health Service Joint Trade Union Committee of Affiliated Unions 
National and Local Government Officers Association 
National Union of Public Employees 



*T. G. P. Rogers Esq., Director of Personnel, I.B.M. 
Royal College of Midwives 
Royal College of Midwives (Scottish Council) 

•Royal College of Nursing 

•Royal College of Nursing (Scottish Board) 

•Royal College of Physicians of London 
Royal College of Physicians and Surgeons of Glasgow 
Royal College of Surgeons of England 
Royal Medico-Psychological Association 

Scottish Association of Executive Councils 
•Scottish Association of Medical Administrators 
Scottish Association of Occupational Therapists 
Scottish Health Visitors’ Association 
•Scottish Trades Union Congress 
Socialist Medical Association 
Society of Hospital Laundry Managers 
•Society of Medical Officers of Health 
•Society of Medical Officers of Health (Scottish Branch) 
•Society of Occupational Medicine 
Society of Radiographers 
Society of Remedial Gymnasts 

Teaching Hospitals Association 

Trades Union Congress 

Transport and General Workers Union 

Union of Shop, Distributive and Allied Workers 



•Indicates those who gave oral evidence. 
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APPENDIX B 



Questionaire accompanying the Joint Committee's invitation 
to submit evidence 

1. In the Committee’s view a comprehensive occupational health service has, 
broadly, three main objectives: 

(a) to see that new entrants to the organisation are physically and mentally fit for 
the job they are engaged to do; 

(b) to seek to maintain them in physical and mental health during employment 
and to see that they are not harmed in health by the work they do, or by the 
environment in which they do it; 

(c) to provide immediate treatment for staff injured or becoming ill at work, to 
ensure that they are referred for continuation treatment where appropriate and, 
if necessary, to assist in their subsequent rehabilitation, and see that they are 
fit to return to the job after rehabilitation. 

Have you any comment to make on this definition? 

2. Is a service thus defined generally appropriate in all respects to the hospital 
service? 

3. Are there any categories of hospital staff for whom such a service would be unneces- 
sary or over-elaborate? In what respects and for what reasons? 

4. In what particular respects, if any, does current practice in hospitals fall short of 
the above objectives ? ; (e. g. are one or more of the objectives not generally being achieved 
at all, or to an insufficient degree; or are they being achieved only in respect of some 
groups of staff to the exclusion of others, or a combination of these factors ?). 

5. Should there be any distinctions in the service provided for resident and non- 
resident staff? If so what should they be? 

6. There are clearly particular occupational hazards in service in hospitals. 
Radiation hazards are fully dealt with under recognised procedures. What other 
particular hazards (e.g. tuberculosis, cross infection, sensitization e.g. to pencillin) 
should be borne in mind when making comparisons with conditions in general industry 
and commerce? 

7. (i) A comprehensive occupational health service would embrace a wide range of 
activities — e.g. routine medical examinations, health education, control of infection, 
protection against radiological hazards, inspection of premises, maintenance of safety 
of machinery and equipment — involving expertise in a number of different fields. 
Would all these activities and the work of the people involved in them be more 
effectively co-ordinated by a separate and independent staff health service directly 
responsible to the governing Board and Committee or are they too diverse to justify 
independence from the main structure of hospital administration? 

(ii) To what extent would or should an independent service cut across or limit the 
present responsibilities of senior officers for various groups of staff? 

(iii) What are the staffing implications in an independent service? 

(iv) What are the alternatives to a comprehensive scheme run as an independent 
service? 
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8. (i) Given the right of all staff to be attended by the medical practitioner of their 
choice, what are the relative advantages to the staff and to the hospital of medical care 
being provided by ( a ) an ‘outside’ general practitioner or (6) a member of the hospital 
medical staff? 

(ii) What importance should be attached to divorcing responsibility for the medical 
care of hospital staff from other medical duties in the hospital? 

9. (i) To what extent should hospital authorities be responsible for the provision of 
welfare and recreation facilities for staff? How much are existing facilities used? Is 
there a greater tendency now for staff to look outside the hospital for their welfare 
and recreation? 

(ii) To what extent are the needs of staff (particularly of young nurses) for counselling 
being met? What is the role of Matron or other senior nursing staff and the hospital 
Chaplain in this respect? Is there need for specially trained staff or social workers to 
give this service? 
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APPENDIX C 



Principal Circulars and Memoranda 
issued to Hospital Authorities 



Ministry of 
Health 
Circular 




Scottish Home and 


Subject 


Health Department 
Circular or Memo. 


or Memo. 


Circ. 189/45 


Booklet — ‘Staffing the Hospitals’ 


DHS Circ. No. 150/1945 


RHB(47)8 


Booklet — ‘Staffing the Hospitals’ 


SRB 49/4 


RHB(48)75 


Booklet — ‘Staffing the Hospitals’ 




RHB(48)98 


Medical Examination on Appointment . . 


RHB(S)(49)2 

SRB49/29 


RHB(50)75 


Control of Epidemic Diseases . . 


RHB(S)(50)18 


RHB(51)100 


Nursing Techniques. Prevention of Cross 






Infection 




RHB(53)53 


Hygiene in Hospital Catering Depart- 






ments 




RHB(53)67 


Prevention of Skin Reactions of Staff 






Administering Antibiotics 




HM(58)22 


B.C.G. Vaccination — Inoculation of 






Nurses 




HM(58)73 


Poliomyelitis Vaccination for Hospital 






Staff 




HM(59)6 


C.H.S.C. Sub-Committee’s Report on 






Control of Staphylococcal Infections 
in Hospitals 




HM(60)1 


C.H.S.C. Report on Hospital Laundry 






Arrangements 




HM(61)84 


Prevention of Tuberculosis among Hos- 






pital Staff 




HM(62)1 


Hospital Catering 


SHM62/3 

SHM63/93 


HM(62)42 


Clean Food in Hospitals . . 


SHM62/71 


HM(63)37 


Organisation of Hospital Nursing Cadet 






Schemes and Employment of Young 
Persons in Hospitals 




HM(64)34 


Food Hygiene in Hospitals 


SHM54/1964 


HM(64)106 


Protection against Ionising Radiations . . 


SHM90/1964 


HM(65)57 


Medical Examination of Student and 






Pupil Nurses and Pupil Midwives before 
First Appointment 




HM(65)109 


Handbook for Nurses on Safe Use of 






Ionising Radiations 


SHM 9/1966 


HM(64)46 1 




f SHM56/1964 


HM(65)17 ^ 


Offices, Shops and Railway Premises Act, 


I SHM 3/1965 


HM(65)50 J 


1963 


) SHM40/1965 
LSHM83/1965 
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(105910) Dd. 142923 K 60 7/68 Hw. 



/' 



Printed image digitised by the University of Southampton Library Digitisation Unit 



MINISTRY OF HEALTH 

SCOTTISH HOME AND HEALTH DEPARTMENT 

Central and Scottish Health 
Services Councils 



The Care of the Health 
of Hospital Staff 

REPORT OF THE JOINT COMMITTEE 



LONDON 

HER MAJESTY’S STATIONERY OFFICE 
1968 



f hi 

Printed image digitised by the University of Southampton Library Digitisation Unit 



MEMBERS OF THE JOINT COMMITTEE 



Appointed by the Central Health Services Council 

Professor Sir Ronald Tunbridge, O.B.E., m.d., m.sc., f.r.c.p., j.p. (Chairman) 

L. G. Norman Esq., c.b.e., b.sc., m.d., f.r.c.p., m.r.c.s., d.p.h. (Deputy 
Chairman) 

Miss M. Blakeley, s.R.N., S.C.M., o.h.n.c. 

M. Dalton Esq., r.m.n., s.r.n. 

J. O. F. Davies Esq., c.b.e., m.d., m.r.c.s., m.r.c.p., d.p.h., q.h.p. 

Miss Annis Gillie, o.b.e., m.b., b.s., f.r.c.p. 

G. Grant Esq., M.sc., m.b., b.s., m.r.c.s., l.r.c.p. 

W. J. B. Groves Esq'., f.h.a. 

W. A. Hutchinson Esq. 

Professor C. R. Lowe, ph.D., m.d., ch.B., m.r.c.s., l.r.c.p., d.p.h. 

L. Slater Esq., m.a., j.p. 

G. W. H. Townsend Esq., c.b.e., m.b., B.ch., b.a.o., d.p.h., d.p.a., q.h.p. 
Miss Elizabeth Tylden, m.a., m.b., B.chir., m.r.c.s., l.r.c.p. 



Appointed by the Scottish Health Services Council 
Miss M. H. Cordiner, o.b.e., r.g.n., r.f.n., s.c.m., r.n.T. 
D. Currie Esq., o.b.e., m.p.s., j.p. 

A. H. McCall Esq., f.h.a., f.c.i.s. 

A. M. Michie Esq., o.b.e., m.b., ch.B., d.p.h. 



M. W. Perry Esq (Secretary) 



SBN 11 320004 8 



Printed image digitised by the University of Southampton Library Digitisation Unit 



Joint Committee on the Care of the Health of Hospital Staff 

PRINCIPAL RECOMMENDATIONS 

The Committee unanimously agreed the following recommendations: 

(1) The early establishment of an Occupational Health Service for all people 
who work in the hospital service. 

(2) The medical officer in charge of the service in a hospital or group of hospitals, 
and through him the occupational health nursing sister, should be directly 
responsible to the Hospital Management Committee, Board of Management 
or Board of Governors. 

(3) Suitably qualified medical practitioners should be recruited to have charge 
of the units. In the majority of cases the appointments are likely to be 
part-time. 

(4) Curative and preventive medical functions should be combined in the 
appointment of the medical officer in charge of the service. 

(5) All medical and nursing staff employed in the service should have attended 
an appropriate course of training so as to be familiar with the preventive 
aspects of the service. 

(6) All records relating to the health of individual staff kept by the occupational 
health service should be accessible only to the medical and nursing staff of 
that service. 

(7) Each Regional Hospital Board should appoint one or more recognised 
specialists in occupational health as whole-time or part-time advisers to the 
Board to advise on policy and to be available in a consultative capacity to 
assist the medical officers of the hospital units. Such arrangements should be 
tried out experimentally in the first instance. 

(8) Immediate consideration should be given to the provision where necessary 
of cloakroom, changing and other accommodation for all grades of staff so 
that this everywhere conforms at least to the minimum requirements laid 
down for premises subject to the Factories Act and the Offices, Shops and 
Railway Premises Act. 

(9) Adequate rest-room facilities should be provided for all staff. Resident staff 
with minor sickness should be allowed to remain in their own rooms, 
wherever possible, subject to notification to the occupational health service. 
For more serious illness, adequate provision should be made for staff in sick 
bays and, when necessary, hospital wards. 

(10) Many of the recommendations in this report will need to be experimentally 
tested before they are introduced generally into the hospital service. A 
review to assess how far these recommendations have been implemented 
should be undertaken at national level after an appropriate period. 
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